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PROTEINURIA VARIATIONS 


IN 


THE DIFFERENTIATION OF 


RENAL DISORDERS 


CLINICAL IMPLICATIONS 


S. Edward King, M.D., New York 


Evaluation of the significance of albuminuria (pro- 
teinuria) in patients without history or evidence of renal 
disease is difficult, yet conditions often require prompt 
decision after a short period of observation. This problem 
arises when albuminuria is found in persons undergoing 
routine physical examination for military induction. Esti- 
mates of the incidence of this finding vary widely. Smith * 
states, “. . . intermittent proteinuria occurs in three- 
fourths of youths, one-third of young men and one-tenth 
of old men during appropriate circumstances chiefly 
related to posture. .. .” Apparently, a previous estimate * 
of an average incidence of 5% in young men on initial 
examination is conservative. Persons showing albuminu- 
ria in several specimens at induction examination are 
referred to an Army hospital for observation for a period 
not exceeding three days. The difficulty in obtaining a 
precise diagnosis in this time is obvious; probably, many 
persons have been unnecessarily disqualified for military 
service and some cases of nephritis have escaped detec- 
tion. The need for a rapid, reliable method of study of this 
condition, applicable to large groups, is apparent. Pre- 
liminary reports, with a method based on serial urine col- 
lections under set conditions, were published in 1950 * 
and 1952.* Similar methods have been described from 
lime to time ° but apparently have not received general 
application. Derow ** reported on 123 ambulatory pa- 
tients with albuminuria, and Wolman ° reported on use 
of a three-specimen method with 400 patients. No other 
report has been found in current literature. 

Since the urinary proteins are derived from both serum 
albumin and globulin, proteinuria is a more accurate 
term than albuminuria. Serum proteins entering the glo- 
merular filtrate are normally resorbed by the renal tu- 


bules; protein appears in normal urine in concentrations 
below the sensitivity of the usual clinical tests. Estimates 
of normal protein excretion vary from 5 or 10 mg. to 100 
mg. per 24 hours.*” By ultrafiltration urine concentration 
methods, Rigas and Heller’ found an average normal pro- 
tein excretion of approximately 40 mg. per 24 hours. The 
equilibrium between glomerular filtration of protein and 
tubular resorption apparently is delicate, and minor dis- 
turbances of the renal circulation may be followed by pro- 
teinuria. An excellent review of the pathological physi- 
ology of proteinuria appears in a monograph by Rather." 
Factors contributing to proteinuria in man have been 
previously summarized.” 


MFTHOD 

Frequent error cannot be avoided in timed urine col- 
lections. Conditions determining urinary protein excre- 
tion are complex, involving changes in renal hemody- 
namics and function and in the fluid balance of the body. 
Alterations in protein excretion may be masked by 
changes in urinary flow; diuresis following excessive in- 
take of fluid and sodium chloride, cold, emotion, or other 
stimuli may dilute urinary protein beyond clinical detec- 
tion, and, conversely, diminished urine flow following 
dehydration or antidiuretic influences may magnify the 
apparent amount of protein. Urinary protein concentra- 
tions in random specimens are thus of no value in deter- 
mining the nature or severity of renal disorders, as only 
the rate of protein excretion (amount per unit of time) 
is significant. The lag between urinary secretion and 
voiding and the possibility of dilution with residual blad- 
der urine must be considered when protein excretion is 
being estimated. This fact must be remembered unless 
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urine is collected by catheterization. Qualitatively, cor- 
rection is provided by discarding suspect mixed voidings. 

These factors were considered in the formulation of a 
practical test in which urine collections would properly 
express the effects of bodily posture and activity. Mild 
fluid, sodium chloride, and protein restriction assured 
concentrated urine. The urinary specific gravity was ac- 
cepted as a sufficiently accurate index of-urinary con- 
centration. Correction for the effect of protein on urinary 
specific gravity did not appear justified, particularly since 
dilute urine containing protein was considered valid in 
interpretation of the test. Quantitative protein deter- 
minations were not neeessary, since the only information 
required was whether protein was present in individual 
specimens and whether the total pattern revealed con- 
tinuous or intermittent protein excretion. The premise 
made by Addis *» and others that continuous proteinuria 
indicates significant organic renal disease is generally ac- 
cepted. Patients included in this report were observed at 
U. S. Army Hospital, Fort Jay, New York, over a period 
of about three years. When possible, patients were kept 
on the ward until the test was completed. All specimens 
were promptly submitted for examination at the hospital 
laboratory. Addis counts, quantitative urinary protein 


TABLE 1.—Standard Urinary Protein Excretion Patterns 





Specimen 
Ys am a 

Type of Proteinuria 1 2 3 4 
Intermittent 

Transitory * (normal pattern)........... 0 0 0 0 

PCIE OE x chico cnc idbessccwicsvecces a 0 0 0 

0 0 0 a 

+ 0 0 +r 

COOGIIDED AOOMMRERE) odo doc odccscescesceces + + + + 





* Recently documented albuminuria, normal at present examination. 


determinations, and special tests were performed at the 
research laboratory. The conditions and procedures of 
the test follow. 

Diet and Activity.—A dry diet, low in sodium chloride, 
fluid, and protein, is prescribed. Tea, coffee, soft drinks, 
and soup are prohibited. Eight ounces (240 cc.) of 
water, milk, or citrus fruit juice is permitted with the 
evening meal, at 5 a.m., and at 7 a.m. No other fluid is 
given during the test except in the event of hot weather, 
when minor concessions may be permitted. If renal im- 
pairment is suspected, a preliminary blood nitrogen deter- 
mination is required. The patient retires at 8 p. m. and re- 
mains in bed quietly until the 7 a.m. specimen is collected. 
Proper arrangements for urine collection during this 
period, particularly at 5 a.m., must be provided. On aris- 
ing, the patient completes toilet and dress, has breakfast, 
and engages in moderate ward activity, remaining on the 
ward until the test is completed. 

Urine Collections.—Specimen 1 is a midafternoon 
specimen collected on the day of admission. About two 
hours after retiring, the patient voids while reclining, and 
the specimen is discarded. Specimen 2 is collected as a 
pooled specimen in a single container throughout the 
night, up to 5 a.m., when the patient ig awakened. Urine 
is voided with the patient in a lateral, recumbent position. 
Specimen 3 is collected from 5 a.m. to 7 a.m. The patient 





J.A.M.A., July 17, 1954 


remains in bed but may arise to void. Specimens 4 and 5 
are the next two consecutive morning voidings. 

Laboratory Procedures.—All specimens are examined 
for specific gravity, albumin, and blood. Microscopic 
examinations are required on the 5 a.m. and 9 a.m, 
specimens and on all specimens containing albumin. The 
20% sulfosalicylic acid method for detecting albumin is 
adequate for this test. Supernatant urine following cen- 
trifugation or urine after filtration must be used. The 
benzidine reaction is a useful check for blood. This test 
is preferably performed on the centrifuged sediment. It 
does not replace microscopic examinations. Specimens 
obtained with the patient in lordotic positions were ini- 
tially included with this procedure. Discomfort and syn- 
cope occasionally occurred in patients in the erect lor- 
dotic posture, and little information was derived from 
specimens collected with the patient in recumbent lor- 
dosis. When tests are incomplete and uninterpretable and 
patterns irregular, they must be repeated on the follow- 
ing day. 

INTERPRETATION 

Protein Excretion Patterns.—Theoretically, 16 com- 
binations of results or patterns are possible with four 
urine specimens and 25 with five. These range from all 
normal to all showing protein. Specimens 2 and 3 rep- 
resent the same night specimen if prescribed conditions 
have been met. They serve as a check to expose dissim- 
ilar external conditions (activity, diuresis, and extra- 
renal contamination) and reduce error by obviating 
reliance on a single resting specimen. Proteinuria limited 
to night specimens was occasionally observed but has 
never been verified on repetition. Protein-free, dilute 
urine specimens (specific gravity below 1.018) are ex- 
cluded in estimation of the protein pattern. Urine of any 
dilution that shows protein is valid. Night specimens 
must be adequately concentrated; their dilution discredits 
the validity of the entire test. Theoretical combinations of 
urinary protein determinations are correlated with clin- 
ical experience in table 1. 


Pattern Analysis.—Standard patterns are limited to 
transitory (normal), orthostatic, and continuous. The 
transitory pattern is a normal finding after known recent 
proteinuria. Prime emphasis is placed on the night urine 
specimens (specimens 2 and 3). Specimens 1, 4, and 5 
cannot influence the basic pattern. If specimens 2 and 3 
are both normal and valid, an intermittent pattern is 
assured. If protein-free day specimens are dilute, only a 
presumptive diagnosis of transitory proteinuria is justi- 
fied. Patterns showing dissimilarity between two night 
specimens are considered irregular and are further clas- 
sified according to the nearest standard pattern. If valid 
day specimens are normal, proteinuria is discontinuous 
and the pattern is classified as irregular orthostatic. Such 
cases may be classified as intermittent albuminuria with- 
out serious error. When all day specimens show protein 
and night specimens are dissimilar, the true pattern can- 
not be determined. Such cases are classified as irregular 
continuous presumptive, and repetition of the test is 
required. 

Proteinuria Due to External Contamination.—In some 
cases, irregular patterns may persist for short periods 
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associated with irregular hematuria or pyuria. Urinary 
contamination by blood, pus, or secretion from the lower 
urinary and genital tract may produce irregular patterns 
and, by chance distribution, simulate regular patterns. 


RESULTS 


The incidence of various types of proteinuria in 3,309 
cases Classified by these standards is presented in table 2. 
Previous screening of the patients at induction stations 
caused heavy weighting for constant and severer inter- 
mittent types. Cases in which repeated observations were 
made are classified according to the last valid pattern. 
The frequent occurrence of the normal (transitory) pat- 
tern among patients referred because of recent protein- 
uria is surprising. Laboratory error, accidental extrarenal 
contamination, and differing response to bodily posture, 
activity, and emotion may have contributed to this. The 
two types of intermittent proteinuria together constitute 
about four-fifths of all cases in this study and, presum- 
ably, a larger fraction in unselected groups. Many pa- 
tients with both types presented a history of proteinuria 
of many years’ duration. About one-third of the patients 
with continuous proteinuria had increased proteinuria 
while active (orthostatic effect). Most cases in this group 
were due to mild, latent, chronic glomerulonephritis. 
Routine urine examinations and even Addis counts may 
fail to detect minimal hematuria and cylindruria. Pye- 
lonephritis is a difficult diagnosis to make from limited 
observation unless a documented history is presented or 
a detailed urologic survey is available. Patients with con- 
tinuous proteinuria with normal sediment on repeated 
microscopic examination and’ Addis counts have been 
observed to show a high incidence of congenital and ac- 
quired renal defects on examination by intravenous urog- 
raphy. Of irregular patterns, which occurred in 8.4% of 
the cases studied, only the continuous presumptive type 
introduces any problem of diagnosis or urgently requires 
repetition of the test. Irregular continuous presumptive 
patterns, uninterpretable patterns, and defective (incom- 
plete) tests, requiring repetition, totaled 6.1% in this 
study. Hematuria or pyuria was observed in about 15% 
of all cases with irregular patterns but in only 3% of 
cases of regular orthostatic proteinuria. The frequency 
of irregular patterns and incomplete and uninterpretable 
tests in this study paralleled the degree of cooperation 
and supervision of the patients; under optimum condi- 
tions, the incidence of such results was reduced to 2%. 


Follow-Up Results.—Of the patients included in this 
study, 205 were reexamined at intervals varying from 
three months to two years after initial observation. Irreg- 
ular and continuous patterns of proteinuria predomi- 
nated. Including repeat tests during initial hospitalization, 
repeat data on 276 patients were obtained at intervals 
from one day to two years, as well as some multiple tests. 
The limitations of this material are recognized; however, 
certain general conclusions from it appear justified. Con- 
tinuous proteinuria patterns usually persisted over short 
periods and, in 85% of cases, over longer periods. Ex- 
ceptions were associated with initial temporary. hematuria 
or pyuria from such diseases as renal calculus, bladder 
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ulceration, and blood dyscrasias with renal bleeding; a 
few instances represented healing of latent glomerulone- 
phritis. In 62 cases, there was no instance of progression 
of intermittent into continuous proteinuria. This implies 
that noncontinuous proteinuria, even when due to or- 
ganic disease, progresses so slowly that deterioration into 
the continuous pattern over short intervals is rare. Mod- 
erate variability was observed in the intermittent group. 
Follow-up observations on such cases were few. In 25 
out of 35 cases the orthostatic pattern persisted; a few 
patienis with normal (transitory) patterns showed ortho- 
static patterns on rehospitalization. On repetition of the 
test, 105 of 139 irregular patterns were corrected to a 
regular form. Persistence of the irregular pattern was 
more frequent when the test was repeated immediately 
(10 in 36) than subsequently (14 in 93). The frequency of 
hematuria and pyuria in such cases suggests that extra- 
renal contamination may contribute to the irregular pat- 


TABLE 2.—Distribution of Proteinuria Patterns in 3,309 Cases 


Cases 
. . Poet ane 
Type of Proteinuria No. % 
Intermittent 
Transitory * (normal pattern)................... 846 
TOURSIIOET,, DEODMMBTITS '? oo.cc ccc ccsccccccccccees 380 
TEN ba dedcchuntsccdeyuenasddecctnt ous 1,202 
SEE ed ovate Chee 55544000 Sedeneebneenrees 2,428 73.4 
Continuous (Constant) 
nn C.. dn os seanddindescncbewwoeetecsé 317 
Glomerulonephritis (overt) .............0e0ceeuee 178 
Nh ct cauceies coudidesdaces ses ecncsee 47 
EE Gita dh ek Death beta ddtavndeedss ueneleewant 542 16.4 
Irregular and Uninterpretable 
EE batten thiettneiesd6stden0beeneresseuness 135 4.1 
Continuous, presumptive § ................see00. 145 43 
Uninterpretable (dilute urines) §................. 59 18 
 nkk 64 4bdieds cide is stuns babainieabewodedd 339 


SE SGD Si ed cn nn she Gratecd binds eebbncccucy 3,309 





* Recently documented proteinuria, no abnormality at present exami- 
nation. 

+ One dilute specimen makes this diagnosis presumptive. 

t Majority of these cases are latent glomerulonephritis. 

§ Requires repetition of test. 


tern in 15 to 20% of cases; most irregular patterns, 
however, represent error. Proteinuria due to blood, pus, 
or other secretions from extrarenal sources produced 
minor variations in regular patterns, fleeting proteinuria, 
and some irregular patterns. Rarely, proteinuria due to 
extrarenal contamination may be continuous but not 
persistent and associated with cellular sediment abnor- 
malities without casts. 
COMMENT 


This study suggests that many cases of chronic glomer- 
ulonephritis are asymptomatic and accidentally discov- 
ered. The natural evolution of such cases of continuous 
proteinuria due to latent glomerulonephritis and the fac- 
tors determining healing, chronicity, or rapid renal 
destruction merit attention. It is known * that healing 
may occur in such cases years after inception. Little is 
known concerning the organic and functional disorders 
manifested by intermittent (orthostatic) proteinuria. 
This pattern is often seen in patients recovering from 
glomerulonephritis, remaining as a persistent defect in 
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some instances; conversely, this pattern in conjunction 
with hypertension presumably represents progressive 
renal injury. Intermittent diurnal proteinuria is common 
in persons under intense emotional stress.’ Ahrenheim 
considered this response indicative of emotional insta- 
bility and found that it often followed venipuncture. 
These observations have been confirmed in studies of 
inductees with previous proteinuria, selected because of 
evident emotional instability, as compared with control 
groups of normal soldiers.’° Additional studies *' suggest 
that undue emphasis has been placed on the effects of 
posturally induced alterations in renal hemodynamics 
and proteinuria. Emotional and vasomotor disturbances 
and prolonged immobilization in unusual positions such 
as erect lordosis or tilt also favor occurrence of protein- 
uria in predisposed persons. 

Until the various types of intermittent proteinuria can 
be clearly defined, accurate knowledge of their evolution 
is impossible. The belief that orthostatic albuminuria is 
a benign condition of young persons that eventually dis- 
appears is based on inconclusive evidence. Observations 
of Addis *® and others '* indicate that orthostatic pro- 
teinuria may persist for many years or for life; Thorpe 
and Wakefield,’? Derow,®* and this study reveal the 
association of this pattern with previous glomerulone- 
phritis. Accidental nonrecurrent proteinuria due to extra- 
renal contamination may be dismissed as not significant. 
The course of recurrent transitory proteinuria due to 
emotional and vasomotor instability is not known. The 
long-term effects on the kidneys and vascular system of 
recurrent renal vasoconstriction with frank proteinuria 
and sediment abnormalities, amounting to a transient 
renal degenerative lesion (Addis), merit investigation. 
Orthostatic proteinuria due to healing or “healed” ne- 
phritis with defect *» and covert renal injury from vascu- 
lar disease certainly cannot be dismissed lightly. Insur- 
ance company mortality experiences are of interest in this 
connection. By definition ** (three specimens showing 
protein out of eight), most cases in this study would be 
classified as persistent albuminuria. Persons with this 
condition have a considerably higher mortality rate than 
normal, especially after the first five years (165% of 
expected mortality). Figures quoted by Daley ** also 
indicate a significantly higher mortality rate for persons 
with intermittent proteinuria. Despite the manifest clin- 
ical implications, no survey of this subject utilizing ade- 
quate, modern clinical and laboratory methods and 
biostatistical criteria has been attempted. 


SUMMARY AND CONCLUSIONS 

The use of urinary protein determinations in serial 
specimens collected in relation to prescribed periods of 
rest and normal activity as a test for suspected renal dis- 
ease has been found to be accurate within usual clinical 
limits and particularly applicable for routine study of 
large groups of persons. Accurate screening within 18 
hours was possible in about 90% of the 3,309 cases 
studied. With close adherence to the conditions of the 
test, the number of inconclusive results is negligible. The 
greater accuracy and economy of this procedure as com- 
pared to the usual methods are evident. Evaluation of 
renal disease by random urine specimens, even multiple, 
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involves considerable error, whereby persons may be 
disqualified unnecessarily for military service, insurance, 
or employment while significant renal disease may escape 
detection. The many variables that may affect urinary 
protein and fluid excretion may render the differentiation 
of continuous and intermittent proteinuria difficult. Con- 
tinuous proteinuria is considered evidence of significant 
organic renal disease. Most such cases in this study were 
due to latent, chronic glomerulonephritis, previously 
unrecognized; the balance were due to miscellaneous 
conditions including disease of the urinary tract and 
congenital defects. Frequently, recent authentic protein- 
uria cannot be confirmed on reexamination. Such cases 
may prove to be accidental (nonrecurrent) or recurrent, 
Emotional factors are believed to contribute to irregu- 
larly recurrent types of proteinuria. Diurnal (orthostatic) 
proteinuria is often present in persons recovering from or 
with history of recent glomerulonephritis and is also ob- 
served in patients with hypertension, presumably due to 
progressing renal vascular disease. Blood, pus, or other 
material from the lower urinary or genital tract may pro- 
duce confusing proteinuria that superficially simulates 
renal disease. The causes of the extremely common find- 
ing of intermittent proteinuria are not known. While 
some cases of proteinuria are nonrepetitive and clin- 
ically insignificant, this does not justify the conclusion 
that all cases with this finding necessarily subside and are 
clinically benign. 
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Accidents and the Blood Sugar.— Marked irritability takes place 
when the blood sugar is lower than normal. . . . The brain is 
peculiarly susceptible to small changes in the blood sugar level. 
This disturbed physiologic balance leads to hypothalamic stimu- 
lation, which in turn sends impulses over the vagus nerve. This 
vagal stimulation not only increases the acidity of the stomach, 
but also affects the islet cells of the pancreas. When this func- 
tional hyperinsulinism, resulting from increased stimulation of 
the pancreas, supervenes, the increased insulin secretion takes 
the sugar out of the blood stream more rapidly. This additional 
lowering of the blood sugar again activates the brain, so that 
once again a vicious cycle is established. For these reasons it is 
important that the worker have an adequate breakfast before 
going to work. This is especially important in the patient who 
has a peptic ulcer, or in one who has a tendency to ulcer for- 
mation. It is important that the ulcer patient have some milk 
and crackers mid-morning, mid-afternoon, and before retiring. 
At night, a simple cereal may be substituted for the crackers. 
This will insure an adequate and constant output of blood sugar 
by the liver, so that functional hypoglycemia is not allowed to 
develop. . . Accidents in industry occur more frequently 


before lunch or late in the afternoon period. This could be 
interpreted as related to blood sugar levels, because cerebral 
function is disturbed when the blood sugar is below the normal 
level—S. A. Portis, M.D., The Job, the Employee—and Peptic 
Ulcer, Industrial Medicine and Surgery, March, 1954. 
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TREATMENT OF HYPERTENSION WITH RAUWOLFIA SERPENTINA ALONE 


AND 


COMBINED WITH OTHER DRUGS 


RESULTS IN EIGHTY-FOUR CASES 


William R. Livesay, M.D., John H. Moyer, M.D. 


and 


Samuel I. Miller, M.D., Houston, Texas 


The availability of several different hypotensive drugs 
that are effective when given orally makes their use feas- 
ible : in the treatment of hypertension either singly or in 
various combinations. Satisfactory hypotensive respon- 
siveness has been previously demonstrated in the more 
refractory cases by combining hexamethonium and hy- 
dralazine (Apresoline).* However, a persistently high 
incidence of unpleasant side-effects continues to be en- 
countered. The latest addition to the list of pharmacol- 
ogical agents that are effective in lowering the blood 
pressure is Rauwolfia serpentina and its various extracts. 
The drug has the distinct advantage among hypotensive 
agents in being associated with no serious untoward 
side-effects. In fact, it oftener produces certain desirable 
effects such as mild sedation without somnolence * and a 
general sense of well being. When used alone, it offers 
an opportunity to bring about control of the mild hyper- 
tensive state. In patients with severe hypertension, it may 
be used to prepare them for the addition of more potent 
hypotensive agents by bringing about better stabilization 
of the disease. It is reasonable to assume that an agent 
of this type may also increase the blood pressure lower- 
ing ability of the more potent primary agent and actually 
decrease the unpleasant side-effects of the latter. This 
report will present the results obtained in the treatment 
of hypertension of varying degrees of severity with alser- 
oxylon (Rauwiloid) alone and with hydralazine or hexa- 
methonium when these agents were used in the outpatient 
clinic of a city-county hospital. 


METHODS AND MATERIALS 


A total of 84 cases of hypertensive vascular disease 
are included in this study. All of the patients were treated 
on an outpatient basis. They had been observed in the 
clinic for two months to three years before treatment 
was started. The control blood pressure as recorded in 
this report is the average of all pressures taken over at 
least a two month period during which the patients re- 
ceived only placebo medication. The blood pressure was 
always recorded in both the supine and the upright posi- 
tion. The patients returned to the clinic at semiweekly 
intervals during the control period. The postmedication 
observations on blood pressure are the averages of all 
observations in the supine and upright position during 
the treatment period during which the patients returned 
(o the clinic at either weekly or semiweekly intervals. All 
of the patients were studied by a careful preliminary 
history and physical examination, complete blood cell 
count, urinalysis, blood urea nitrogen and phenolsulf- 
onphthalein tests, Fishberg concentration tests, chest 
Toentgenograms, and electrocardiograms. These proce- 
dures were repeated at three month intervals during the 
study. The criterion for inclusion in the study was the 


presence of an average control blood pressure greater 
than 150/100 mm. Hg or a mean blood pressure of 
115 mm. Hg. The criterion for responsiveness was a fall 
of at least 20 mm. Hg in the average mean blood pres- 
sure (mean blood pressure equals diastolic pressure plus 
one-third of pulse pressure) or a reduction below 150/90 
mm. Hg (or 110 mm. Hg mean blood pressure), which 
was considered the normotensive level. When a second 
drug was added and the patient had previously been re- 
sponsive to a single drug, an additional fall of 100 mm. Hg 
in the average mean blood pressure or a return to the nor- 
motensive range was considered a response to combined 
therapy. The study consisted of 39 Negro and 45 white 
patients; 22 were men and 62 were women. The average 
age was 53 years, with a range between 26 and 80 years. 
The incidence of complications prior to therapy is sum- 
marized in tables 1 to 3. 

Forty-three unselected patients who had not previ- 
ously received hypotensive drug therapy were first given 
alseroxylon alone. The drug was initially given in doses 
of 2 mg. four times per day, and the dose was pro- 
gressively increased in an incremental fashion. It was 
usually maintained at about 16 to 24 mg. daily. (Dosages 
of the original preparations, designated as Experi- 
mental Preparation 1070 and 1043, were expressed in 
terms of their crude root equivalence. The dose of alser- 
oxylon, as presently available, is expressed in terms of 
the alkaloidal content; i. e., each tablet contains 2 mg. 
of the alkaloids. This represents the therapeutic activity 
found in approximately 125 mg. of the crude root.) In 
a few cases, the dose was increased to 32 to 40 mg. daily 
but, when no greater incidence of either side-effects or 
hypotensive response was encountered, the excess dos- 
ages were lowered to about 16 mg. for long-term ther- 
apy. Current data indicate that even less, 8 to 12 mg. 
(four to six tablets) daily, is quite adequate. 





From the departments of medicine and pharmacology, Baylor Uni- 
versity College of Medicine, and the Cardiac Clinic of Jefferson Davis 
Hospital. 

Presented before the American Society for Pharmacology and Experi- 
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The alseroxylon (Rauwiloid) used in this study was supplied by Riker 
Laboratories, Inc., Los Angeles, as Riker 1043 and Riker 1070; the 
hexamethonium by Burroughs Wellcome & Company, Inc., Tuckahoe, 
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N. J., as Esomid, and by Warner-Chilcott Laboratories, New York, as 
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Twenty-one patients were treated with alseroxylon 
combined with hydralazine. A period of at least three 
months was allowed to elapse before hydralazine (six 
patients excepted) was given in addition to the alser- 
oxylon. Hydralazine was given to 4 patients who were 
slightly responsive to alseroxylon alone in an attempt to 
augment the hypotensive response and to 11 patients 
(table 4) who failed to respond to the latter agent. An 
additional six patients were given both alseroxylon and 
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tained. The maximum dose of hydralazine was 1,000 
mg., even if an adequate blood pressure response was 
not obtained. 

Thirty-nine patients were included in the study on 
combined therapy with alseroxylon and hexamethonium 
administered orally. Twenty-five of these patients were 
selected in that they were patients who had previously 
been treated with hexamethonium alone, and 22 in this 
group had been responsive to that drug. The alseroxylon 


TaBLE 1.—Clinical Data and Incidence of Complications Associated with or Due to Hypertensive Vascular Disease Prior to Therapy 
in Forty-Three Patients Treated with Alseroxylon 











Response Renal Cardiac Cerebral 
Accord- Disease * Disease t Complications 
ing to No.of -——-————~_ -———_a - 

Group Patients No. % No. % No. % 

Group 1 § 21 

R || 10 1 10 4 40 2 20 

UR 11 3 27 2 18 3 27 
Group 2% 17 

R 9 1 11 7 7 3 33 

UR 8 1 13 8 100 4 50 
Group 3 ** 5 

R 1 0 0 1 100 1 100 

UR 4 1 25 4 100 1 25 

Total 43 7 on 26 oa 14 - 

R 20 2 10 12 60 6 30 

UR 23 5 22 14 61 8 35 


Retinal No 
Complications Complications Sex Race 
\ ie TE ams — LT pee A—_———, Average 
No. % No. % Male Female Negro White Age, Yr. 
0 0 5 50 5 5 3 7 
0 0 3 27 4 7 3 8 
0 0 2 22 4 5 1 8 
0 0 0 0 1 7 7 1 8 
0 0 0 0 1 1 0 49 
1 25 0 0 0 4 3 1 $ 
1 és 10 . 14 29 18 25 
0 0 7 35 9 ll 5 15 4 
1 4 3 13 5 18 13 10 7 








* Laboratory evidence (albuminuria, fixed specific gravity of urine, elevated blood urea nitrogen, and abnormal phenolsulfonphthalein retention). 


+ Includes eleetrocardiographie and clinical abnormalities. 
} Either grade 3 or 4 retinopathy (Keith-Wagener). 

§ Diastolic pressure 100-120 mm. Hg. 

|| Responsive. 

q Unresponsive. 

= Diastolic pressure 120-140 mm. Hg. 

** Diastolic pressure more than 140 mm. Hg. 


TABLE 2.—Clinical Data and Incidence of Complications Associated with or Due to Hypertensive Vascular Disease Prior to Therapy 
in Twenty-One Patients Treated with Alseroxylon and Hydralazine Combined 








Response Renal Cardiac Cerebral Retinal No 
Accord- Disease * Disease t¢ Complications Complications ¢ Complications Sex Race 
ing to No.of -——-————“x{ -~ an — — — 0 Average 
Group Patients No. % No. % No. % No. % No. % Male Female Negro White Age, Yr 
Group 1 5 
R 4 2 50 3 75 0 0 0 0 1 25 1 i 3 1 58 
UR 1§ 0 0 1 100 0 0 0 0 0 0 0 1 1 0 58 
Group 2 12 
R 6 0 0 6 100 2 33 0 0 0 0 2 4 5 68 
UR 6 0 0 6 100 2 33 0 0 0 0 5 4 2 4 
Group 3 4 
R 2 1 50 2 100 0 0 1 50 0 0 0 2 2 0 49 
UR 2§ 0 0 2 100 1 50 0 0 0 0 0 2 2 0 58 
Total 21 3 ee 20 ee 5 os 1 oe 1 ee 4 17 17 4 ‘ 
R 12 3 25 11 92 2 17 1 8 1 8 3 4 10 2 8 
UR 9 0 0 9 100 3 33 0 0 0 0 1 8 7 2 





* Laboratory evidence (albuminuria, fixed specific gravity of urine, elevated blood urea nitrogen level, and abnormal phenolsulfonphthalein retention 


+ Ineludes electrocardiographie and clinical abnormalities. 
{ Either grade 3 or 4 retinopathy (Keith-Wagener). 


§ Two patients (cases 10 and 31) were responsive to alseroxylon given alone but did not have an additional fall of 10 mm. Hg in average mead 
blood pressure during combined therapy and, therefore, were considered unresponsive to combined therapy. 


hydralazine initially because of the therapist’s desire for 
an early and effective reduction in blood pressure. The 
titration method of administration was employed in the 
use of hydralazine, starting ordinarily with a dose of 25 
mg. before each meal and at bedtime. At weekly inter- 
vals, or less frequently depending on the individual toier- 
ance, this dosage was increased in increments of 25 to 
50 mg. daily with the increase being made first in the 
morning and evening doses and then later in the noon 
and supper doses. In general, it was found that slow titra- 
tion induced fewer untoward side-effects. The dosage 
level that brought about the desired effect was then main- 


was added in an attempt to determine whether the com- 
bination of drugs would lead to better control of the blood 
pressure and decrease the incidence of side-reactions. 
The remaining 14 patients receiving hexamethonium 
combined with alseroxylon were unselected. Eleven of 
these 14 patients had severe, rapidly progressive disease 
and were initially given combined therapy with alserox- 
ylon and hexamethonium because of the urgency of their 
clinical condition. The remaining three patients had been 
unresponsive to alseroxylon alone. Again, the titration 
method for hexamethonium administration was used; 
i. e. starting with a dose of 125 mg. four times daily and 


§ 


ry 


pan 


od; 
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increasing *® the dose until the desired response was 
obtained. 

The control as well as the follow-up determinations 
of blood pressure were taken in both the supine and up- 
right positions during each visit of the patient to the 
clinic; this was either weekly or semiweekly. In addition, 
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stabilization had occurred after combined therapy (al- 
seroxylon plus hexamethonium or alseroxylon plus hy- 
dralazine). 
RESULTS 
For purposes of analysis, all the patients in the study 


were further divided into three groups according to the 


TaBLE 3.—Clinical Data and Incidence of Complications Associated with or Due to Hypertensive Vascular Disease Prior to Therapy 
in Thirty-Nine Patients Treated with Alseroxylon and Hexamethonium Combined 








Response Renal Cardiae Cerebral Retinal No 
Aceord- Disease * Disease t Complications Complications { Complications Sex Race 
ing to No. of ata Te ae, Te gel SES, or ney poe A~————, Average 
Group Patients No. % No. % No. % No. % No. % Male Female Negro White Age, Yr 
Group 1 ll 
R 10 0 0 4 40 4 40 1 10 4 40 1 9 4 6 59 
UR 1 0 0 0 0 0 0 0 0 1 100 1 0 1 0 50 
Group 2 18 
R 17 1 6 13 76 4 24 3 18 3 18 4 13 10 7 49 
UR 1 1 100 1 100 1 100 0 0 0 0 0 1 1 0 08 
Group 3 10 
R 9 6 67 5 56 6 67 5 56 1 11 1 8 2 7 44 
UR 1 0 0 1 100 0 0 1 100 0 0 0 1 0 1 52 
Total 39 8 oe 24 os 15 ve 10 9 “ 7 32 18 21 . 
R 36 7 19 22 61 14 39 9 25 8 22 6 30 16 20 51 
UR 3 1 33 2 67 1 33 1 33 1 33 1 2 2 1 53 





* Laboratory evidence (albuminuria, fixed specific gravity of urine, elevated blood urea nitrogen level, and abnormal phenolsulfonphthalein retention). 


+ Includes electrocardiographie and clinical abnormalities. 
{ Either grade 3 or 4 retinopathy (Keith-Wagener). 


TaBLE 4.—Blood Pressure Response to Treatment with Alseroxylon Alone in Forty-Three Patients 





Supine Blood Pressure 





Control After Treatment 
Case s* Dt Mi 8 D M 
Group 1§ 
Responsive patients 
L. cwenssdbdpescundens 203 110 141 166 86 113 
C.cdccnewgtresscvees 207 110 142 160 86 111 
B. .cccsedseccocssvess 168 115 133 138 46, 110 
th ..cwwximesoutis pou 212 112 145 150 90 110 
6. <iiccchcactepees He 200 110 140 154 S4 107 
Viccnceeabeescednensé 216 100 139 168 82 111 
S .ccisaeabianeseanaes ive ws eee eee ee ee 
©. nivuadé te eden Stee 202 113 143 174 90 118 
90. <ieuiubie-snasscun 213 117 149 190 103 132 
Mean of responsive 
(10 patients)........ 203 111 142 163 90 114 
Mean of unresponsive 
(11 patients)........ 204 109 141 200 106 137 
Groups 2 and 3 | 
Responsive patients 
c= APE SE ANE ERS 180 120 140 145 86 106 
FD. cist dacescadendetss 200 120 147 154 77 103 
Weck eg oe e805 201 131 154 179 109 132 
SB. ccsmuveppeucesecies 187 122 144 140 at 109 
} ecb nmnene eee peuee 187 124 145 139 97 lll 
27 .cctsniebeokwewcets 200 120 147 142 aS 106 
28. ..<ictitiinnen.s bach awes 190 120 143 130 90 103 
20. Kicsaessdvtasnteeee 219 137 164 230 110 150 
2. Sccnvsoh enuoeesious 250 127 168 217 101 140 
90. .avabindteials obs ot 220 145 170 208 121 150 
Mean of responsive 
(10 patients)........ 203 127 152 168 97 121 
Mean of unresponsive 
(12 patients)........ 225 137 168 236 129 165 


Upright Blood Pressure 





—- — ———___—_—— —_——_—_—_——_, Pulse Rate 
Control After Treatment —A~A———_, 
— AY  ———_-—* — Con- After 
S D M Ss D M trol Therapy 
203 110 141 146 89 108 74 58 
207 110 142 146 90 109 76 65 
168 115 133 126 95 105 73 64 
208 114 145 148 96 113 96 80 
234 112 153 190 94 126 76 88 
198 103 135 150 2 105 76 OF 
212 98 136 166 84 111 96 84 
198 114 142 150 86 107 Bt 68 
210 115 147 174 92 119 82 59 
213 117 149 150 100 117 80 71 
205 lll 142 155 91 112 81 70 
200 110 140 195 106 136 78 69 
180 120 140 144 90 108 4 67 
200 120 147 138 89 105 85 80 
201 131 154 166 113 131 90 62 
187 122 144 132 98 109 91 60 
187 124 145 141 96 111 80 72 
200 120 147 140 90 107 82 75 
192 124 147 124 80 95 90 65 
219 137 164 210 110 143 106 70 
250 127 168 190 102 131 83 66 
212 132 159 197 109 138 100 74 
203 126 152 158 98 118 90 6? 
228 136 167 216 130 158 90 70 





. Systolic blood pressure. 
+ Diastolie blood pressure. 
: Mean blood pressure = diastolic blood pressure + % pulse pressure. 


§ Patients with control diastolic pressures more than 100 mm. Hg but less than 120 mm. Hg. 


Patients with control diastolic pressures more than 120 mm. Hg. 


the blood pressure recording, pulse rate, weight, symp- 
toms, and a brief physical examination were made at 
each clinic visit. The post-treatment blood pressure in 
each case is an average of the recordings (at least eight) 
made after six weeks of treatment with alseroxylon alone 
or after maximum dosage had been attained or optimum 


severity of the diastolic blood pressure elevation. Patients 
with less severe hypertension in whom the average dias- 
tolic blood pressure during the control period was more 
than 100 mm. Hg but less than 120 mm. Hg were in- 
cluded in group 1. Group 2 consisted of patients in whom 
the control diastolic pressure was greater than 120 mm. 




















1030 HYPERTENSION—LIVESAY ET AL. 





Hg but less than 140 mm. Hg. Group 3 consisted of the 
patients in whom the control diastolic blood pressure 
level was greater than 140 mm. Hg. These latter patients 
represent, of course, patients with the severest and most 
advanced degrees of hypertensive disease. 

Of the 43 patients (cases 1 through 43) who received 
alseroxylon alone, there were 20 patients who obtained 
a significant reduction in blood pressure, 10 of whom 
were in group 1 (21 patients) and 9 of whom were in 
group 2 (17 patients). Only one out of five patients with 
severe hypertension from group 3 responded to alserox- 
ylon alone (tables 1 and 4). In spite of the small number 
treated in this category, one draws the impression that 
alseroxylon is less likely to be beneficial in the patient 
with severe hypertension. The response rate was about 
50% in the patients in group 1 and 2 who had less severe 
hypertensive vascular disease. 


TABLE 5.—-Incidence of Side-Reactions to Therapy 


Alser- Hexame- 
oxylon thonium 
Alser- Hydral- Plus Hexame- Plus 
oxylon azine Hydral- thonium  Alser- 
Alone* Alone t azine { Alone§ oxylon § 
‘ : I a oN 
Side-Reaction No. % No. % No. % No. %@ No. &% 
Nasal congestion...... 24 «(56 a ll =§2 i ae 21 5 
Increased appetite..... 22 51 ‘ie = as 6 2 a ae 0 
Weight gain........... 23 «58 we Chek 5 Se 16041 
Sense of well being..... 13 30 oul? Ge 4 19 ge? > ee 6 15 
nite ckiediciees 23 53 es ee 5 24 ee oe ll 2 
Increased bowel move- 

Eee ee 7 @ 4 7 So _ “ 6 15 
ED Bovcedecccesce ha ae 3 @ 14 67 20 80 27 «69 
Constipation.......... - - a va aan aad 19 76 11 28 
PE issnewinercnes ae oe an ale 3 14 4 16 2 5 
NG hcerddtieendnwes 7 16 Sf ll 52 16 «64 166041 
Nausea and yomiting .. a 20 37 10 48 6 24 3 8 
| eee ee ov a - ra a 3 12 4 10 
naickeeveese si, trae 20 37 7 8 
POMICRIORS..... 6.000000 i oe 23 52°* 4 19 
iovsestedeessdee >. » 4 7 0 





* Same group of patients as in table 1. 

+ Figures taken from Moyer (A. M. A. Areh. Int. Med. 91: 419 [April] 
1953). 

{ Same group of patients as in table 2. 

§ Same group of patients as in table 3. Only 25 of the 39 patients who 
received both alseroxylon and hexamethonium received hexamethonium 
alone. 

4 Elicited in the uprizvht position at least twice a week. 

= Occurred only in men. 

** Physical examination showed the pulse rate to be increased in nearly 
all patients. 


In the 20 responsive patients to whom alseroxylon was 
administered, there was a decrease in the average upright 
mean blood pressure (diastolic plus one-third of the pulse 
pressure) from 146 (204/119) to 115 (157/95) mm. 
Hg and a decrease in the average control pulse rate from 
86 to 70 beats per minute (table 4). The decrease in the 
supine position was only slightly less, thus indicating 
minimal orthostatic effect. It is noteworthy that, in spite 
of the absence of an appreciable hypotensive effect in the 
nonresponsive group, there was a slowing of the pulse 
rate from an average control rate of 84 to 69 beats per 
minute. The incidence of hypertensive complications was 
high in the patients in this study; only 10 were completely 
free of them. Seven of these were in the responsive group 
(table 1). This would indicate again that, although the 
patients with less severe hypertension and with no com- 
plications of the disease are more likely to show a satis- 
factory blood pressure lowering effect to alseroxylon 
alone, it is not entirely necessary that complications be 
absent in order to cbtain a significant reduction in blood 
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pressure. Ten of the 20 patients who responded became 
normotensive. The average length of treatment for the 
entire group was eight months. The average dose of al- 
seroxylon was 18 mg. daily. 

Side-effects to alseroxylon were for the most part re]- 
atively benign or actually beneficial in nature, and at no 
time during treatment were they severe enough to cause 
discontinuance of the therapy (table 5). In order of fre- 
quency, the side-effects were nasal congestion, sedation 
(with only slight degrees of drowsiness during the day 
and improved rest at night), increased appetite, weight 
gain (the average being about 6 Ib. [2.7 kg.] in the 23 
patients experiencing this effect), a sense of well being 
or tranquility, and increased bowel movements but no 
diarrhea. Although little change toward improvement 
was seen objectively in the electrocardiogram, heart size, 
or fundi (in those who showed abnormalities), 60% of 
those patients complaining of headache showed improve- 
ment, 60% of those with angina improved, and 18% of 
those with heart failure improved with no other changes 
in the treatment regimen (table 6). 

A total of 21 patients were treated with alseroxylon 
and hydralazine combined (tables 2 and 7). Of the four 
patients who were originally responsive to alseroxylon 
alone, one (case 29) showed an additional hypotensive 
effect of at least 10 mm. Hg in mean blood pressure when 
hydralazine was added. In the group of 11 patients (cases 
18 to 20 and 32 to 39) who had not responded to al- 
seroxylon alone, 8 became responsive when hydralazine 
was added, but only one became normotensive (case 20). 
For the responsive patients, the average control mean 
blood pressure supine was 164 (232/130) mm. Hg and 
upright it was 164 (232/130) mm. Hg. After combined 
therapy, the supine pressure was 135 (196/104) mm. Hg 
and the upright pressure was 130 (182/104) mm. Hg. 
There was no appreciable orthostatic effect. Moreover, 
the average control pulse rate was 87 beats per minute, 
with alseroxylon alone it was 69 beats per minute, and 
with combined therapy it was 72 beats per minute. Ob- 
viously the pulse accelerating effect of hydralazine was 
reduced in these patients by the antecedent administra- 
tion of alseroxylon. The average dose of alseroxylon in 
this group of patients was 20 mg. daily and of hydralazine 
it was 490 mg. daily. The average length of combined 
therapy for the responsive patients in this group was four 
months. Six additional patients (cases 44 to 49) were 
given combined therapy from the onset, three of whom 
responded. Four of the nine patients (in the entire group 
treated with alseroxylon plus hydralazine) who were un- 
responsive to combined therapy were totally unable to 
tolerate the hydralazine because of the severity of side- 
effects associated with it. However, of the unresponsive 
patients who did tolerate hydralazine, the pulse accelera- 
tion was controlled as well as it was in the responsive 
patients. The average control pulse rate for the former 
was 83 beats per minute and with combined therapy 72 
beats per minute. Side-effects (table 5) such as dizziness, 
fatigue, headache, and gastrointestinal complaints were 
noted when hydralazine was added, but they were for the 
most part mild and well tolerated in the responsive group 
as contrasted to the unresponsive patients. Six patients 
had an increase in the standing pulse rate averaging 13 
beats per minute. 





cs so mpl | ROD = ED 








yup 
un- 
to 
de- 
sive 
Ta- 
sive 
ner 


ess, 
ere 
the 
oup 
ants 
(43 





Vol. 155, No. 12 


Twenty-five of the patients (tables 3 and 8) who re- 
ceived alseroxylon combined with hexamethonium had 
previously been taking hexamethonium alone for an 
average period of eight months. As mentioned previously, 
22 of these patients were responsive (in upright position ) 
to the hexamethonium and 4 had become normotensive. 
The average supine control blood pressure for this group 
was 156 (208/130) mm. Hg. The observations in the 
upright position were the same as in the supine position. 
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therapy, the average supine mean blood pressure was 
122 (165/100) mm. Hg. Whereas, only 13 patients were 
actually normotensive, the average upright mean blood 
pressure for the entire group was in the normotensive 
range—110 (144/93) mm. Hg. The average pulse rate 
for the patients in this group was 69 beats per minute in 
contrast to the average control pulse rate of 84. Com- 
bined treatment was continued for an average period of 
six months, and, significantly, the dosage requirement 


TABLE 6.—Hypertensive Symptoms and Signs Relieved or Improved by Therapy 





Alseroxylon Alone 
(43 Patients) 


a 
% Im- 
Sign or Symptom * It proved ¢ 
IN bib.n0 6a caren eduwaseatnnseseseae 15 9 69 
SR ii oncdscenks Cevsssvabbandyaetbas 10 6 60 
i Se, i ene acutdsecawata gosh eae 11 3 18 
EEE © cu ccaetesetiieecadesonnesen 2 0 0 
Abnormal] electrocardiogram ........... 31 0 0 
DE FN no cncssetesesrescecess 7 0 0 
Cardiac enlargement (x-ray)............ 25 1 4 


Alseroxylon plus 
Hydralazine 
(21 Patients) 


Hexamethonium plus 
Alseroxylon 


Hexamethonium Alone 
i (39 Patients) 


(25 Patients) 


oe aageenen TE sue rare 
Jo Im- % Im- % Im- 
I proved T I proved = I proved 
3 21 19 16 84 27 20 74 
0 0 5 1 20 9 4 44 
1 13 7 4 57 11 5 45 
0 0 4 14 25 10 84 80 
3 14 13 3 23 24 4 17 
1 33 5 1 20 8 2 25 
1 6 21 1 5 34 1 3 





Total number of patients with symptom or sign. 
Total number of patients showing improvement during therapy. 


* 
t 

t % of patients with symptoms or signs who showed improvement after therapy. 

§ Includes headaches after the onset of hypertension but not those unrelated to elevated blood pressure. 
lI 


Includes only those with grade 3 or 4 changes (Keith-Wagener). 
q Improved to next grade or better. 


TaBLE 7.—Blood Pressure Responses to Treatment with Alseroxylon Alone and with Hydralazine in Twenty-One Patients* 





Supine Blood Pressure 
- = 


Upright Blood Pressure 
ie : 











aaa ml Rauwolfia plus ~ Rauwolfia plus Pulse Rate - 
Control Rauwolfia Alone Hydralazine Control Rauwolfia Alone Hydralazine —a——_ 
 enemeene TE paneer \ ge ’ rte, TE pate, TE aap —~ Con- 

Case St Dt MS Ss D M Ss D 8S D M S D M Ss D M trol Dill Deq 
10 213 117 149 190 103 132 176 104 128% 213 117 149 150 100 117 149 96 1143 80 71 67 
29 219 137, 164 230 110 150 206 101 136 219 137 164 210 110 143 197 100 132 106 70 77 
30 250 127 168 217 101 140 Unable to tolerate 250 127 168 190 102 131 Unable to tolerate 83 66 ie 
31 220 145 170 208 121 150 196 117 143% 212 132 159 197 109 138 183 117 139% 100 74 70 

Mean 226 132 163 211 109 143 193 107 136** 224 128 160 187 105 132 17% «104 128 ** 92 70 71 
18 244 114 157 233 122 159 190 WW) 123 244 114 157 2 120 159 166 90 115 80 71 68 
19 258 112 161 260 113 162 198 86 123 258 112 161 243 110 14 176 4 121 80 66 74 
20 172 109 130 185 115 138 149 93 112 172 109 130 180 105 130 129 86 100 79 80 86 
32 229 144 172 230 133 165 176 103 127 228 140 169 197 127 150 167 96 120 100 76 72 
33 261 180 207 270 177 208 254 160 191 261 181 208 250 180 203 231 165 187 90 638 71 
“4 250 122 165 245 130 168 201 97 132 257 120 166 230 130 163 201 99 133 m4 72 72 
35 240 130 167 240 140 173 219 112 148 240 130 167 230 140 170 210 «#112 145 4 66 63 
36 201 138 158 210 104 139 184 91 122 201 128 152 193 104 134 173 91 118 107 50 66 
44 tt 203 118 146 eee eee eee 173 96 122 203 118 146 eee eee eee 186 91 123 75 ee 76 
45 tt 203 113 143 bea —_ aon 158 88 lll 203 113 143 éee ons as 165 93 117 85 _ 76 
46 tt 212 124 153 oes Jee eee 154 87 109 215 131 159 eee oes oe 152 90 lll 88 ee 65 

Mean 225 128 160 234 129 164 187 100 129 226 127 160 220 127 158 178 101 126 87 69 72 

Meantt 215 131 159 233 «118—S «157 212 128 « «(158 207 «127”)—s«1k 207 «611949 197 122 147 8 74 74 





* Patients in cases 10, 29, 30, and 31 were responsive to alseroxylon given alone but hydralazine was added for greater blood pressure reduction; 


patients in cases 18-20, 32-36, and 44-46 were not responsive to alseroxylon given alone but were when hydralazine was added. 


+ Systolic blood pressure. 
{ Diastolic blood pressure. 
§ Mean blood pressure = diastolic blood pressure + % pulse pressure. 


| Average of all post-treatment observations during therapy with alseroxylon alone. 
{ Average of all post-treatment observations made after combined therapy. 
2 Patient responded to alseroxylon alone but did not have an additional response to combined therapy with hydralazine and alseroxylon. 


** Values for 3 patients only. 


tt Patients (cases 37-39 and 47-49) who were unresponsive initially received therapy with both alseroxylon and hydralazine without previous administra- 


tion of alseroxylon afone. 


After hexamethonium was given, the average mean blood 
pressure supine was 133 (176/111) mm. Hg and upright 
it was 121 (154/104) mm. Hg. This represents an av- 
erage reduction in mean blood pressure of 35 mm. Hg 
(following treatment) in the upright position. The av- 
crage dose of hexamethonium during this period of ther- 
apy was 2.18 gm. daily. When alseroxylon was added to 
the hexamethonium in this group of 25 patients, 15 
showed at least another 10 mm. Hg fall in the mean blood 
pressure and 13 became normotensive. During combined 


of hexamethonium decreased from an average of 2.18 
gm. daily to 1.55 gm. per day, with the adjunctive dose 
of 16 mg. of alseroxylon each day. In fact the adminis- 
tration of hexamethonium was discontinued altogether 
in five patients (case 54, 55, 66, 67, and 75) for a period 
varying from four to eight weeks because of increasing 
hypotension. Later small doses were all that were neces- 
sary to control the blood pressure. One (case 75) of the 
three patients who had been unresponsive to hexame- 
thonium alone after a period of four months not only 
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became responsive but became normotensive during 
combined therapy. The second patient showed a border- 
line response, and the third patient was just as resistant 
to combined therapy as he was to hexamethonium alone. 
Thirteen of the 14 patients (cases 21, 40, 41, 49, 56 
to 58, 69 to 74, and 83) who were receiving combined 
treatment from the onset became responsive and 5 be- 
came normotensive (over an average follow-up period 
of four months). The average upright blood pressure for 
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been unresponsive to alseroxylon alone were given hex- 
amethonium in addition to alseroxylon. Two of these 
then became responsive, though not quite normotensive. 

As can be seen in table 3, a very high percentage of 
these patients who received alseroxylon combined with 
hexamethonium had severe hypertension with complica- 
tions, only eight of the responsive patients being entirely 
free of the latter. Only two of eight patients with grade 4 
retinopathy (malignant hypertension) failed to show im- 


TABLE 8.—Blood Pressure Responses to Treatment with Hexamethonium Alone and Combined with 
Alseroxylon in Thirty-Nine Patients 





Supine Blood Pressure 
— 














oo 


Upright Blood Pressure 








= 7 _— " = 
Hexamethonium Pulse Rat: 





Hexamethonium Hexamethonium - Hexamethonium 
Control Alone * plus Alseroxylon * Control Alone * plus Alseroxylon * = ———-+ = 
~ ae ~ —_ —, nS ay —7, A, -——— , fo at — Con- 
Case St Dt M§ S D M Ss D M S D M Ss D M Ss D M trol Dil} Deq 
Control Diastolic Pressure More Than 100 but Less Than 120 Mm. Hg 
21% 196 100 132° eee eee ses 200 100 133 207 113 144 one one eee 170 93 119 78 eo ib 
i 193 110 138 165 93 117 176 94 121 196 110 139 167 96 120 158 94 115 87 76 62 
51 196 107 137 175 93 120 157 93 114 196 107 137 152 92 112 151 83 106 es 78 71 
52 173 110 131 163 98 120 162 95 117 178 120 139 153 98 116 137 92 107 75 59 
53 210 118 149 186 98 127 166 95 119 210 118 149 162 97 119 160 90 113 es 73 66 
54 210 110 143 150 96 114 168 76 107 210 110 143 140 90 107 155 70 98 90 80 60 
55 209 116 147 198 112 141 177 95 122 209 116 147 152 106 121 148 91 110 91 75 : 
56 220 110 147 eo» eee ee 184 88 120 212 114 147 — sée pee 170 80 110 72 ee 64 
57 190 110 137 oun one + 130 76 94 190 110 137 cen ine oom 120 74 89 82 es 64 
58 190 102 131 aa ee oe 130 82 98 190 102 131 hi dod are 120 80 93 76 - 72 
59 ** 191 115 140 220 140 167 179 107 131 191 115 140 190 135 153 199 125 147 89 80 84 
Mean 198 110 139 180 104 129 166 91 116 199 112 141 159 102 121 153 83 110 83 77 66 
Control Diastolic Pressure More Than 120 Mm. Hg 
402 232 136 168 one “ee one 254 124 167 232 136 168 re eve eee 231 130 164 80 ee 68 
49 189 130 150 ees sve eee 162 103 123 170 120 137 _ ies — 134 86 102 80 ed 66 
60 234 134 167 205 127 153 217 114 148 234 134 167 195 122 146 181 108 132 82 S84 76 
61 217 138 164 196 123 147 206 117 147 217 138 164 175 121 139 184 117 139 85 79 73 
62 193 124 147 177 113 134 172 110 131 189 124 146 148 100 116 145 97 113 76 ai) 64 
63 212 127 155 205 128 154 182 108 133 212 127 155 158 120 133 143. «O10 114 82 83 67 
64 201 136 158 164 107 126 144 97 113 190 132 151 144 101 115 131 93 106 85 97 70 
65 211 120 150 185 108 134 143 89 107 211 120 150 169 104 126 127 82 97 84 75 66 
66 213 131 158 182 116 138 150 95 113 213 131 158 158 106 123 125 87 100 78 87 70 
67 170 122 138 155 110 125 144 98 113 170 122 138 138 103 115 132 98 109 80 86 64 
68 174 124 141 156 112 127 132 91 105 169 120 136 130 96 107 106 78 87 106107 RY 
69 224 136 165 wee Gee ees 202 117 145 224 136 165 bee eee e086 185 111 136 80 ee 68 
70 207 130 156 one ene vou 166 104 125 207 130 156 oe 7 see 160 110 127 81 se 1) 
71 216 134 161 oes ose a 174 113 133 216 134 161 oss eee See 144 100 115 101 ee 75 
72 230 130 163 eae ows eee 158 a4 115 230 130 163 ced ae ene 149 94 112 80 oe 68 
73 250 126 167 ons none one 186 107 133 250 126 167 aoe eee one 152 98 116 92 oe 61 
74 230 130 163 aint oily oon 180 i110 133 230 145 173 ies tbs —_ 170 106 123 90 oe 82 
75 tt 206 127 153 197 115 142 153 95 114 206 127 153 162 120 134 137 88 104 ee 81 72 
Mean 212 130 157 182 116 138 174 105 128 209 130 156 158 109 125 152 99 116 85 86 71 
Control Diastolic Pressure More Than 140 Mm. Hg 
41% 240 160 187 ware hype oy 199 12% 147 236 «166 ~=—«189 hoes? = lade Nis 155 100 118 8 .. 62 
76 20 155 183 180 121 = 141 8 46 tséd2z 20 «6155 =—183 152 100)«s1I7 108 78 88 8 82 7 
77 256 «4150 = 185 189 124 146 170 «105 =127 256 150 185 154 06«(«2106''—i(is«éd1DD 129 89 102 8 7% 63 
78 208 M48 168 210 #124 «158 2022 128 #158 208 148 168 182 118 139 184 119 141 9 80 68 
79 218 143 168 165 123 137 128 97 107 209 147 168 151 103 119 lll 79 90 80 85 65 
80 184 152 163 170 140 150 169 117 134 184 152 163 140 116 124 138 6110 119 és 82 66 
81 230 140 170 170 90 117 160 95 117 230 140 170 150 80 103 158 90 113 74 70 68 
82 240 140 173 188 123 145 172 109 130 240 140 173 156 109 125 128 88 101 82 sO) 74 
8&3 240 148 179 eee aus ees 126 100 109 230 140 170 ove _ eee 120 80 93 80 ee 70 
Sitt 243 155 184 231 148 176 260 127 171 243 155 184 227 140 169 222 133 163 80 ee 80 
Mean 230 149 176 188 124 146 173 110 131 228 149 175 164 109 127 145 97 113 82 79 69 








. Average of all post-treatment observations. 
§ Mean blood pressure = diastolic pressure + % pulse pressure. 


t Systolic blood pressure. 


t Diastolic blood pressure. 


|| Average of all post-treatment observations following therapy with hexamethonium alone. 

€ Average of all post-treatment observations following therapy with alseroxylon and hexamethonium. 
t Patient unresponsive to alseroxylon alone; 2 (cases 21 and 41) were responsive to combined therapy. 
** Patient unresponsive to hexamethonium alone as well as to combined therapy. 

tt Patient unresponsive to hexamethonium alone but was responsive to combined therapy. 


the entire group was in the normotensive range. The 
hypotensive effectiveness was comparable to the patients 
who initially received hexamethonium alone for several 
months before alseroxylon was added. An orthostatic 
effect was observed during combined therapy, but this 
was less than is seen with hexamethonium alone. The 
pulse rate fell from the average control of 83 beats per 
minute to 70. In addition, comparable dosage require- 
ments were found as in the former group of patients. 
With an average dose of 16 mg. of alseroxylon daily, the 
average dose of hexamethonium was 1.9 gm. daily. 
Three of the patients (cases 21, 40, and 41) who had 


provement or reversal of this abnormality (table 6). One 
of these patients obtained an initial reduction in blood 
pressure that later became uncontrolled. Treatment of 
the other was a complete failure. Twenty of the 27 pa- 
tients who complained of headache experienced improve- 
ment (table 6). Four of the 9 patients with angina 
pectoris and 5 of the 11 patients with heart failure showed 
improvement. Only 4 of the 24 patients who demon- 
strated abnormal electrocardiograms could be said to 
be improved. In one patient (case 49), in spite of the 
absence of either heart failure or angina pectoris and 
satisfactory hypotensive responsiveness, the electrocat- 


afte 
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diogram showed progressive myocardial damage as evi- 
denced by T wave changes. Renal function showed little 
improvement in this series of patients, although some 
lowering of the blood urea nitrogen occurred in two of 
the eight patients who had an appreciable degree of reten- 
tion. Side-effects that were somewhat less frequent than 
with hexamethonium alone were essentially of the same 
character but much less intense and more tolerable (table 
5). No serious side-effects were encountered despite 
fairly frequent hypotensive episodes. The over-all results 
of treatment are summarized in table 9. 


COMMENT 


Pharmacology.—The pharmacological action of al- 
seroxylon has been found primarily to be one of central 
vasodepression. Laboratory observations indicate that it 
does not produce peripheral block of the sympathetic 
nervous system since there is no interference of the re- 
sponse to stimulation of either the parasympathetic or 
the sympathetic nerves.* The protective postural reflexes 
of the body remain intact, and consequently cerebral 
blood flow is maintained. There has been no experimen- 
tal evidence to suggest ganglionic block. Some inhibition 
to central vagal (afferent impulse) stimulation can be 
demonstrated.° This results in block of some of the sen- 
sory impulses flowing over the afferent fibers of the vagus 
nerve to the brain that may be of some importance in 
the effect of this drug on patients with labile hypertension. 
The intravenous administration of purified alkaloids of 
Rauwolfia serpentina such as reserpine (Serpasil) pro- 
duces a slight reduction in cardiae output about two hours 
after administration, but this is transient and of little 
consequence.* A slowing of the pulse rate is seen even 
more frequently in patients being treated for hyperten- 
sion than is a reduction in blood pressure, even in the 
unresponsive patients. The exact reason for the decrease 
in pulse rate has not been clarified as yet. It does not 
appear to be of vagal origin, since it is only partially 
blocked by the intravenous administration of atropine 
(in patients with hypertension ). This pulse-slowing effect 
is of considerable importance in combined therapy using 
alseroxylon and hydralazine, since the puise-accelerating 
effect of the latter drug is frequently not observed when 
both drugs are administered simultaneously, even in 
those patients who fail to show a hypotensive response. 
The orthostatic effect is also absent in those patients who 
are responsive to a combination of hydralazine and al- 
seroxylon or to alseroxylon alone. For this reason, it may 
be assumed that this is the safest approach to the manage- 
ment of hypertension in patients with renal disease. 

Use in Treatment of Hypertension.—The availability 
of a drug such as alseroxylon has added an effective and 
widely applicable agent to the physician’s therapeutic 
range so that those who treat hypertension are given just 
reason for further optimism over the future management 
of this condition. One has not only every reason to believe 
that the disease may now be controlled in its incipiency 
and consequently the serious later complications pre- 
vented, but, with the combined drug approach to the 
management of the patients with severer disease, the hope 
{0 arrest progression of the pathological processes and 
in many instances to reverse the previously inevitable 
advance of coexistent vascular disease. 


HYPERTENSION—LIVESAY ET AL. 1033 


Alseroxylon, when given alone to patients with milder 
hypertension, especially when complications of the hyper- 
tensive state have not developed, can be anticipated to 
be an effective therapeutic agent. The side-effects that 
primarily influence the patient’s psyche help to create 
a better opportunity to make a satisfactory adjustment 
to their life situations. It is superior to drugs such as 
phenobarbital in its ability to allay anxiety and improve 
the general sense of well being, at the same time exhibit- 
ing very little soporific effect. This drug is undoubtedly 
as unique a pharmacological agent as has been offered 
for application in clinical medicine in many years. Espe- 
cially is this appreciated when it is contrasted with the 
list of hypotensive agents that have been used in recent 
years but that have resulted in such undesirable side- 
effects that their practical use has been greatly limited. 
In preliminary studies using Rauwolfia serpentina alone, 
Ford and associates * gained the impression that this 
agent would be of value only in treating a certain select 
group of patients with mild hypertension who have no 
complications. These initial observations have been fur- 
ther substantiated here, but the additional value of this 


TABLE 9.—Final Results with Alseroxylon When Used Alone 
and in Combination with Hydralazine or Hexamethonium 
Patients Patients 


Patients Responsive Normotensive 
Treated, ——_—+~—_____,_ ——_—“_ 


Regimen No. No. % No. % 
Alseroxylon alone ..........ssceces 43 20 47 10 23 
Alseroxylon plus hydralazine...... 21 12 57 1 5 


Responsive to alseroxylon; hydral- 
azine added later for additional 


DY Seecesescnenssnesevcnense 4 1 25 0 0 
Unresponsive to alseroxylon alone; 

hydralazine added later......... 11 & 73 0 0 
Both alseroxylon and hydralazine 

administered initially ........... 6 3 50 1 17 
Alseroxylon plus hexamethonium.. 39 36 92 18 46 


drug in treating patients with severe hypertension with 
complications, when used as an adjunctive measure with 
one of the more potent hypotensive drugs, is borne out.* 
The comparative effectiveness of many of the more po- 
tent agents has been summarized by Miller and asso- 
ciates.° it appeared up to that time that hexamethonium 
either alone or in combination with hydralazine was the 
most potent approach to blood pressure reduction and 
that these were the agents of choice in the treatment of 
severe hypertensive disease. The present report indicates, 
however, that the combination of alseroxylon and hex- 
amethonium offers greater facility of control in patients 
with severe hypertension. A greater number of patients 
could actually be made normotensive with less difficulty 
because of the amelioration of the side-effects of hex- 
amethonium by alseroxylon. When alseroxylon was given 
in addition to hexamethonium in this study it was possible 
to reduce the dosage of hexamethonium to about 60 to 
70% of that previously required. This may well be the 
reason for the reduction in frequency and intensity of the 





4. Plummer, A.: Pharmacology of Reserpin, read before the Sym- 
posium on Hypotensive Drugs, Boston, Sept. 15, 1953. 

5. Gourzis, J.; Sonnenschein, R., and Barden, R.: Alterations in 
Cardiovascular Responses of Dog Following Rauwiloid, Alkaloidal Ex- 
tract of Rauwolfia Serpentina, J. Pharmacol. & Exper. Therap. 110: 21 
(Jan.) 1954. 

6. Miller, S. I1.; Ford, R. V., and Moyer, J. H.: Dibenzyline: Results 
of Therapy in Patients with Hypertension and Comparison with Hexa- 
methonium, 1-Hydrazinophthalazine and Semipurified Extracts of Vera- 
trum, New England J. Med. 248: 576 (April 2) 1953. 
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side-reactions associated with the administration of hex- 
amethonium. Unquestionably most of the patients ob- 
tained a greater degree of stability in the blood pressure, 
and wide fluctuations were largely avoided. This also 
contributed to the reduction in orthostatic side-effects. 
The apparent stimulating effect of alseroxylon on intes- 
tinal motility seems to act in antagonism to the para- 
sympathetic ganglionic blocking action of hexametho- 
nium that depresses motility. As a result, the problem 
of constipation, which is so prominent with hexametho- 
nium given alone, is less likely to occur during combined 
therapy with both alseroxylon and hexamethonium. 
The larger doses of alseroxylon used in our study are 
considerably greater than those recommended for routine 
clinical therapy. Our experience has lead us to believe 
that at least four tablets (2 mg. per tablet of alseroxylon ) 
should be administered daily as the optimum dose. Any 
dosages short of this do not achieve maximum effective- 
ness. The larger dosages employed in our study were used 
in an effort to establish the maximum hypotensive effect 
that could be expected from this drug. It appeared to give 


TABLE 10.—Suggested Over-All Therapy of Hypertension 
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cated hypertensive vascular disease arise for the most 
part from the group who previously had less severe dis- 
ease. A positive family history of hypertension further 
influences the number of patients in whom treatment is 
indicated. Before Rauwolfia serpentina derivatives be- 
came available, these patients required more considera- 
tion regarding the indication for therapy, since the 
difficulties with the administration of drugs available at 
that time exceeded the benefit to be desired from blood 
pressure regulation. Today, Rauwolfia serpentina deriva- 
tives, alseroxylon, 8 mg. per day, reserpine, 2 mg. per 
day, or rauwolfia (Raudixon), 500 mg. per day, are in- 
dicated for the treatment of patients with mild and labile 
hypertensive disease, since there is no need for concern 
over serious undesirable reactions. The psychic effects 
offer additional benefits to those persons who are emo- 
tionally labile. In those persons with mild hypertension 
who fail to respond to Rauwolfia serpentina derivatives 
after six to eight weeks, additive hypotensive effect may 
sometimes be obtained with hydralazine without the 
usual unpleasant effects that are observed when the latter 








Severity of Disease 

Labile hypertension—diastolic pressure less than 
120 mm. Hg but more than 100 mm. Hg 

Fixed hypertension—diastolic pressure more than 
100 mm. Hg but less than 120 mm. Hg 

Fixed hypertension—diastolic pressure more than 
120 mm. Hg but less than 140 mm. Hg—hyper- 
tension not malignant 

Fixed hypertension—diastolic pressure more than 
140 mm. Hg—hypertension not malignant 


Malignant hypertension 


Hypertensive emergency f 
IV infusion 


Hypertension with renal failure 


Initial Treatment 
Rauwolfia serpentina derivatives * None 


Rauwolfia serpentina derivatives * 
for three months 

Rauwolfia serpentina derivatives * 
for three months 


Rauwolfia serpentina derivatives * 
for three months 

Rauwolfia serpentina derivatives * 
and hexamethonium § 

Hexamethonium IM or continuous 








Adjunctive Treatment 


If response is inadequate, add hydralazine + or 
veratrum }{ 

Give hydralazine t and, if patient not responsive, stop 
use of hydralazine and titrate hexamethonium 


Titrate hexamethonium § 
Give hydralazine t 


Give alkavervir IM or IV by continuous infusion 
or reserpine IM or IV 


Rauwolfia serpentina derivatives * Titrate hydralazine until blood pressure reaches 
for two weeks 


180-200/100-110 mm. Hg 








adequately reduces or excessive vomiting supervenes. 


little, if any, additional benefit. When the dosage was 
subsequently reduced to 8 to 12 mg. per day very little 
hypotensive effectiveness was lost. However, if the dos- 
age was reduced below 8 mg. per day, the blood pressure 
of some of the patients was not controlled. These clinical 
observations are consistent with studies in the dog; opti- 
mum response was obtained with dosages of 50 to 100 
meg. per kilogram of body weight.’ In a 70 kg. person this 
would be a 7 mg. dose; this meets closely our recom- 
mended 8 mg. daily. 

Application of Observations to the Over-All Therapy 
of Hypertension —The data that have been presented 
in this report have enabled us to formulate what we con- 
sider a logical approach to the treatment of hypertension 
(table 10). First of all, the question is often raised as to 
whether it is necessary even to treat the patient who has 
mild, transient, or labile hypertension with specific drug 
therapy. By no means does serious and progressive dis- 
ease develop in all patients who fall into this category. 
On the contrary, patients with progressive and compli- 





7. Cronheim, G.; Stripp, C., and Brown, W.: Hypotensive Agents from 
Rauwolfia Serpentina (Reserpin and Other Alkaloids), read before the 
American Society of Pharmacology and Experimental Therapy, New 
Haven, Conn., Sept. 7, 1953. 


§ Titrate hexamethonium beginning with 125 mg. four times a day and increasing dosage to an effective level or a maximum of 4 gm. a day. 





* Alseroxylon (Rauwiloid), 8 mg. per day in divided doses; reserpine (Serpasil), 2 mg. per day; or rauwolfia (Raudixon), 500 mg. per day. 
+ Titrate hydralazine (Apresoline) to effective dosage or to the onset of excessive side-effects; start with 25 mg. four times per day; and progressively 


increase dosage to maximum of 800 mg. per day. es) : 
t Titrate veratrum starting with 3 mg. four times per day of alkavervir (Veriloid) or 0.2 mg. of protoveratrine; increase dosage until blood pressure 





agent is used alone. Occasionally alkavervir (Veriloid) 
has been used with benefit in place of hydralazine. If the 
disease is benign, asymptomatic, and nonprogressive 
but fails to respond to this program, it is probably best 
not to use any of the more potent agents such as hex- 
amethonium. The policy that we suggest in the manage- 
ment of patients who do not respond to alseroxylon alone 
or in combination with hydralazine or veratrum is one 
of close observation with periodic checks employing 
measures such as chest roentgenogram, electrocardio- 
gram, funduscopic examination, and urinalysis in order 
to determine just how fast the associated vascular disease 
is progressing. Even in the patient who has severer hyper- 
tension, who is without complications and symptoms, 
and who yet is unresponsive to the above program, it is 
frequently best to follow this approach of alert observa- 
tion. 

When patients have severe disease (diastolic blood 
pressure in excess of 130 or 140 mm. Hg) with compli- 
cations, a different set of circumstances present them- 
selves. Frequently, vascular disease has already brought 
about visceral changes in the brain, heart, kidneys, of 
retina. It may be that some of these changes are still 
reversible, or, if not, progression of the irreversible ele- 
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ment may be halted by the proper use of more potent 
agents such as hexamethonium. The presence of serious 
disease certainly justifies more drastic treatment. The 
exact approach depends on the rate of progression of the 
disease. It appears that, in the case of severe but not 
rapidly progressing hypertensive disease, the patient 
should be initially treated with alseroxylon alone for a 
period of two to three months. If the response is not 
adequate after this period of time, hexamethonium may 
also be given to the better stabilized person who will 
have fewer and less severe side-effects from the hex- 
amethonium than when this agent is used alone. The 
dosage of hexamethonium must be arrived at by a titra- 
tion procedure in which the amount of drug being ad- 
ministered is progressively increased until the desired 
results are obtained. This is quite similar to the method 
used when hexamethonium is used alone.*” 

If rapidly progressive (but not acute, emergency) 
hypertensive disease (without renal failure) is evident, 
therapy with hexamethonium and alseroxylon should be 
initiated and both drugs should be administered initially 
to bring into play the synergistic and stabilizing effect of 
the latter as soon as possible and yet to bring about an 
early reduction in blood pressure by the former. The 
experience here shows that clinical control can be brought 
about in a shorter period of time with fewer side-effects 
and a smaller dose of hexamethonium if combined ther- 
apy (rather than hexamethonium given alone) is insti- 
tuted early. In patients with renal failure (blood urea 
nitrogen in excess of 40 mg. per 100 cc.), it is best to use 
alseroxylon in combination with hydralazine rather than 
with hexamethonium, even in patients with severe hyper- 
tension. This is indicated since the combination of hy- 
dralazine and alseroxylon is less potent than that of 
hexamethonium and alseroxylon and, therefore, is less 
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likely to increase renal excretory failure resulting from 
excessive blood pressure reduction. 

In the severe malignant type of hypertension and in 
hypertensive emergencies, initial therapy with drugs given 
orally is usually unsatisfactory. In these instances, the 
parenteral administration of drugs under hospital con- 
ditions is indicated. For this purpose, hexamethonium 
given intramuscularly or intravenously by continuous in- 
fusion or alkavervir given as a continuous intravenous 
infusion are the agents of choice. When the hypertension 
is well regulated, long-term therapy can then be substi- 
tuted for the emergency therapeutic measures. Only long- 
term observations will furnish information as to the 
rewards for such an approach to hypertension and of the 
eventual, but as yet unseen, complications of any form 
of drug therapy. 


SUMMARY AND CONCLUSIONS 

The addition of Rauwolfia serpentina derivatives to 
the list of therapeutic agents used in the treatment of 
hypertension is a highly valuable one, since these com- 
pounds, when used alone, can be anticipated to be effec- 
tive in many patients with milder hypertension, especially 
those without complications. Hydralazine (Apresoline) 
and alkavervir (Veriloid), since their side-effects are 
ameliorated by Rauwolfia serpentina derivatives such 
as alseroxylon (Rauwiloid), may be added for aug- 
mented effect. The absence of an orthostatic effect with 
this combination may be valuable for patients with renal 
disease. In the patients with severer hypertension and 
complications, the findings indicate that combined ther- 
apy with alseroxylon and hexamethonium is an effective 
therapeutic approach that will be feasible and that will 
bring about clinical control in a satisfactory period of 
time. Fewer side-effects are observed when the drugs are 
used in combination than with hexamethonium alone. 
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Thyroid therapy in the euthyroid obstetric and gyne- 
cologic patient has been a subject of controversy for 
many years. On the one hand, it has been the “clinical 
impression” of gynecologists that thyroid extract has 
great value in the treatment of sterility and menstrual 
abnormalities. This view is so prevalent that one would 
assume there was a reasonable basis for this attitude. 
On the other hand, internists, medical endocrinologists, 
and thyroid specialists are inclined to doubt the rationale 
of this type of therapy and not only question its efficacy 
but sometimes condemn it as harmful. The purpose of 
this paper is to provide information that may be helpful 
in resolving this controversy. 

The relationship of thyroid disorders to menstrual 
abnormalities is well documented in the literature. Sehrt! 
in 1914 found that, of 30 cases of essential uterine hem- 
orrhage, not less than 13 showed hypofunction of the 
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thyroid gland. Kocher * (as quoted by Fredrikson) in 
1922 stated that four-fifths of his patients with hypo- 
thyroidism had amenorrhea and oligomenorrhea. Rowe * 
studied 1,759 women between the ages of 15 and 46 and 
found that 206 of them had thyroid abnormalities. In 
1929 Litzenberg and Carey * reported low basal meta- 
bolic rates in 52 of 91 cases of sterility, and in 1936 
Litzenberg * noted the frequency of low basal metabolic 
rates in patients with sterility and menstrual disorders. 
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Salzman ° in 1916 and Kraeuter * in 1922 obtained good 
results with thyroid treatment in cases of uterine bleed- 
ing. In 1948 Buxton and Vann * published reports of 
clinical observations giving the impression of improve- 
ment following thyroid therapy in patients with sterility 
and menstrual disturbances. Menstrual disorders have 
been observed in cases of myxedema and thyrotoxicosis.’ 
However, the diagnosis of a thyroid abnormality involves 
clinical judgment as well as several laboratory tests. It 
should be emphasized here that a single determination 
of the basal metabolic rate is not sufficient to assay thy- 
roid function.*° 

Actually, there is to date no clear understanding of 
the relationship of the thyroid gland to the complicated 
pituitary-gonadal-endometrial axis. The observations of 
various investigators of thyroid abnormalities are, in fact, 
contradictory, since both amenorrhea and menometror- 
rhagia are interpreted as the result of either under- 
function or overproduction of thyroxin. Means," 
Kocher,? and Waters and Williams ‘* maintain that 
hypothyroidism is more often associated with menor- 
rhagia, while Haines and Mussey** (as quoted by 
Means") claim that hypomenorrhea is four times more 
frequent than hypermenorrhea in hypothyroidism. Reich 
and Nechtow ** see both amenorrhea and excessive 
bleeding as symptoms of hypothyroidism, and according 
to Novak '* the same can be said for hyperthyroidism. 
Gardiner-Hill and Smith,’ studying the influence of thy- 
roid function on menstruation, found that if menstruation 
was affected it followed a definite plan; for example, cre- 
tinism was accompanied by amenorrhea, and hypothy- 
roidism and myxedema by a tendency toward copious 
menstrual flow. Hyperfunction of the thyroid gland was 
characterized by delayed and irregular menstruation or 
by amenorrhea. Since high levels of thyroid hormone 
depress the production of thyroid-stimulating hormone 
and low levels seem to stimulate its production, there is 
some evidence that the gonadotrophic hormone reacts 
in a similar way to thyroid hormone levels, at least in the 
laboratory animal.'® These changes in gonadotrophic 
hormone secretion have been observed, however, only 
after thyroidectomy or administration of high doses of 
thyroid extracts. On the other hand, McGavack states 
that complete thyroidectomy “decreases but does not sup- 
press completely the production of gonadotrophins.” 
Therefore, it appears that there is an important difference 
in the reaction of the pituitary and that an analogy be- 
tween thyroid-stimulating hormone and gonadotrophins 
cannot be drawn. Lerman ™ suggests a specific effect of 
thyroid hormone on the ovary in agreement with Stein 
and co-workers,” Engle,’® and others, who described de- 
pressing and stimulating effects of thyroid hormone on 
the ovarian germinal layers of the mouse and other labo- 
ratory animals. Lerman ** proposes that according to the 
accepted role of the thyroid gland in metabolism, it has a 
direct nonspecific effect upon ovarian function. It seems 
there is some general agreement *” that small doses of 
thyroid extract do have a stimulating effect on the pitu- 
itary-gonadal axis, while large doses seem to interfere 
with normal function. Clinically speaking, hypothyroid- 
ism as well as hyperthyroidism can be associated with 
every degree of menstrual disturbance from amenorrhea 
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to menometrorrhagia.'* These menstrual symptoms may 
be due to anovulation and other ovarian underfunction 
occurring in thyroid disorders.'® The exact interrelation- 
ship of these disturbances is not fully understood. 

The gynecologist, confronted primarily with the euthy- 
roid patient, should be aware that an occasional low 
basal metabolic rate without clinical symptoms is not 
sufficient for the diagnosis of hypothyroidism. In addi- 
tion, the determination of the serum cholesterol level, 
the other routine test for the practicing gynecologist, 
shows a wide range in normal women (120 to 350 mg. 
per 100 cc.) with the various methods employed today.” 
The reaction of the euthyroid patient to medication with 
thyroid extract has been thoroughly investigated.*' Under 
the stimulating effect of thyroid-stimulating hormone the 
target organ produces thyroxin in a way similar to that 
in which the ovary produces its steroids under gonado- 
trophic influence. A small amount of thyroxin secretion 
will stimulate the pituitary, and a large output will act 
as a brake on the production of thyroid-stimulating hor- 
mone, keeping the mechanism in perfect balance and the 
circulating thyroid hormone within normal limits. Ad- 
ministration of exogenous thyroid extract results in de- 
pression of the thyroid-stimulating hormone output and 
subsequent reduction of endogenous thyroid hormone 
production. A dose of 30 to 90 mg. per day will stabilize a 
case of complete operative myxedema, and 120 to 200 
mg. per day will entirely suppress endogenous thyroid 
production. On discontinuing hormone administration, 
a hypothyroid condition will be observed that may ex- 
tend from 4 to 10 weeks. Regardless of these shortcom- 
ings, thyroid extract is often administered by gynecol- 
ogists in the treatment of menstrual disorders and sterility, 
and this type of therapy is usually suggested in textbooks 
and monographs on this subject.** 


EXPERIMENTAL METHODS 


In an experiment carried out in the Sloane Endocrine 
and Sterility Clinic, 339 euthyroid patients of the clinic 
were divided into two groups, alternate patients being 
placed in each group. Group A consisted of 195 pa- 
tients, clinically euthyroid, with complaints of sterility, 
amenorrhea, oligomenorrhea, and menometrorrhagia. 
for which no apparent cause could be found except a 
hormonal one such as anovulation. All therapy for these 
patients was discontinued except the administration of 
thyroid extract. The medicament was initially adminis- 
tered in a dose of one grain (60 mg.) per day and, in 
case of continued failure, was gradually increased to 
tolerance. Whenever any clinical signs of toxicity ap- 
peared, such as tachycardia, palpitation, or tremor, the 
dosage was decreased. It was considered that regular 
determinations of basal metabolic rate, protein-bound 
iodine, radioactive iodine uptake, and serum cholesterol 
levels would give continuous information regarding thy- 
roid function. Group B included 144 patients similar to 
those in group A. They were treated in the same way, 
except that instead of a thyroid medicament placebo 
tablets only were given. 

Unfortunately, a great number of patients in both 
groups had to be excluded in the final analysis of cases 
because of insufficient cooperation or because other or- 
ganic causes were found for their disorders, such as non- 
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patent fallopian tubes, infertility of the husband, or local 
pathological process. There is great difficulty in maintain- 
ing sufficient patient interest in a problem of this sort to 
make patients keep clinic appointments and be available 
for follow-up. These patients were not seriously ill or 
suffering. Their complaints were neither incapacitating 
nor continuous, and their enthusiasm for treatment varied 
greatly with the mood of the moment. One group, the 
menometrorrhagia cases, was eliminated entirely. In the 
great majority of these cases investigation revealed iden- 
tifiable, nonhormonal, organic causes for the bleeding. 
Interestingly enough, we have found the true case of ab- 
normal uterine bleeding due to hormonal dysfunction 
only to be quite rare. There remained for evaluation 70 
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Fig. 1.—Comparison of four thyroid function tests taken simultaneously 
in the same patients. The range of normal values for the four tests is 
designated at left. The area of the individual tests in three different 
patients is described at right. Note the great variability in the four 
routine laboratory procedures used to diagnose thyroid abnormality. 














patients with sterility and 61 patients with oligomenor- 
thea and amenorrhea. These were distributed according 
to the plan between groups A and B. 


LABORATORY RESULTS 


There was no possible correlation between different 
laboratory tests for thyroid function in any one euthyroid 
patient. Often one test would suggest inadequate thyroid 
activity while another in the same patient indicated the 
possibility of hyperthyroidism (fig. 1). This led to the 
conclusion that unless a patient had clinical signs of 
hyperthyroidism or hypothyroidism the available lab- 
oratory tests of thyroid function were not of great 
diagnostic value. An occult case of thyroid dysfunction 
was rarely identified by recourse to the laboratory. It is 
doubtful if the now common medical cliché “subclinical 
hypothyroidism” is a permissible expression. 

Protein-Bound Iodine-—As would be expected, the 
amount of circulating thyroid hormone as expressed by 
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the protein-bound iodine did not exceed normal figures 
(fig. 2). Although the average values might be consid- 
ered high, this is probably due to the laboratory technique 
and is not related to the thyroid status of these patients. 

Basal Metabolic Rate.—The basal metabolic rate de- 
terminations showed average values within normal limits 
(fig. 3). No significant change was noted in either the 
thyroid-treated or the placebo-treated group. It is note- 
worthy, however, that the average curve does not show 
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Fig. 2.—Protein-bound iodine range in patients with menstrual ab- 
normalities. The vertical shading represents the range of normal values. 
The horizontal lines represent average protein-bound iodine uptake after 
two, four, and six months of thyroid therapy (plan A) and placebo 
therapy (plan B). 


values above zero and that occasional basal metabolic 
rates as low as —-25% have been noted without any other 
sign or symptom of hypothyroidism. 


Serum Cholesterol.—Al\though the serum cholesterol 
value may be useful in the evaluation of a myxedematous 
or thyrotoxic patient, it cannot be used as an indicator 
in a normal status. Normal total plasma cholesterol 
values obtained by different methods are extremely vari- 
able, ranging from about 120 to 350 mg. per 100 cc. 
Assuming 150 to 300 mg. per 100 cc. to be the limits of 
normal findings, the average curve is well within these 
figures in both plan A and plan B (fig. 4). 

Radioactive lodine Uptake.—The iodine uptake of 
the thyroid expresses in an indirect way the hormone 
production of this gland. It is enhanced by the thyroid- 
stimulating hormone of the pituitary and blocked by 
potassium thiocyanate. As mentioned above, adminis- 
tration of thyroid extract will decrease endogenous hor- 
mone production and therefore limit iodine uptake. 
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Fig. 3.—Basal metabolic rate in patients with menstrual abnormalities, 
showing average values after two, four, and six months of thyroid ther- 
apy (plan A) and placebo therapy (plan B). Vertical shading represents 
range of normal values. 


Werner ** has shown that as little as 0.12 gm. of thyroid 
extract daily can depress the iodine uptake to 4% of the 
tracer dose. This effect is seen in figure 5, plan A; plan B 
shows the average values of I**' uptake within normal 
limits. 
CLINICAL RESULTS 

Sterility—Group A (thyroid therapy) included 42 
patients with sterility in whom no apparent cause for 
sterility could be found except anovulation. These pa- 
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tients ranged in age from 24 to 34 years, and the duration 
of their sterility was from 1 to 12 years. With the aid 
of endometrial biopsy during the second half of the men- 
strual cycle, the presence or absence of ovulation was 
determined. Seven patients had anovulatory cycles, 
while all others showed secretory activity of varying 
degree. In this group 10 patients (23.8% ) became preg- 
nant after 1 to 12 months of therapy. No differences 
between the interrelationships of the various thyroid 
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Fig. 4.—Serum cholesterol levels in patients with menstrual abnormali- 
ties, showing average values after two, four, and six months of thyroid 
therapy (plan A) and placebo therapy (plan B). Vertical shading represents 
range of normal values. 


function tests in this group of “successfully treated” 
women and those of the remaining patients were seen. 
Group B (placebo tablets) included 28 patients with 
sterility ranging in age from 20 to 38 years and childless 
from 1 to 15 years. Laboratory results were similar to 
those in group A. Of five patients who had anovulatory 
cycles, two later ovulated regularly. One of these became 
pregnant. The total percentage of pregnancies in this 
group was 10.7%, i. e., three pregnancies. 

In evaluating the foregoing data, it is impossible to 
reach a conclusion regarding the importance of the num- 
ber of pregnancies in the sterility groups because, after 
proper selection, the size of both experimental units is 
so small that the difference in pregnancy rates is not 
statistically significant. This difference, which is 13.1%, 
is only 1.4 times the standard error (S. E. = 9.5%). 
Pregnancy, as conclusive evidence of successful therapy 
in any sterility investigation, must be considered the re- 
sult of the operation of other known and unknown par- 
ticipating factors. In addition, the thyroid tests, i. e., basal 
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Fig. 5.—Radioactive iodine uptake in patients with menstrual abnormali- 
ties, showing average values after two, four, and six months of thyroid 
therapy (plan A) and placebo therapy (plan B). Vertical shading repre- 
sents range of normal values. 


metabolic rate, I'*! uptake, protein-bound iodine, and 
serum cholesterol value, are not reliable indexes on which 
thyroid therapy may be unequivocally based in these 
euthyroid patients. 

Oligomenorrhea and Amenorrhea.—Patients com- 
plaining of oligomenorrhea and amenorrhea who were 
considered for statistical analysis after proper selection 
and elimination of insufficiently controlled cases included 
33 patients in group A and 28 patients in group B. The 
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33 patients treated under plan A ranged in age from 19 
to 35 years. Their complaints were noted as oligomenor- 
rhea with intermittent amenorrhea from two to six 
months, prolonged secondary amenorrhea, and in four 
instances, primary amenorrhea. The total period of the 
disorders was from six months to 10 years (except, of 
course, for the primary amenorrheas). As might be ex- 
pected, in the majority of these cases no secretory changes 
in the endometrium were seen. After administration of 
thyroid extract for from one to four months, 15 patients 
showed improvement; their menstruation was estab- 
lished, but ovulation could not be demonstrated at any 
time. Five patients were considered as cured. One of 
these had already had secretory changes in the endome- 
trium before treatment, while the other four showed 
ovulation after thyroid therapy. One patient of this group 
became pregnant. Thirteen patients did not show any 
changes after therapy. This group includes three of the 
four primary amenorrhea cases, which were listed as 
Turner’s syndrome, amenorrhea due to malfunction of 
the hypothalamus, and possible pelvic tuberculosis or 
congenital maldevelopment. 


Results in Thyroid-Treated and Placebo-Treated Euthyroid 
Patients with Sterility and Menstrual Abnormality 


Thyroid- Placebo- 
Treated Treated 
Group Group 
* i — — ates 
No. % No. 
Sterility 
CO ea ee ee 10 23.8 3 10.7 
bc nwacecesencseesencepedeares “a Sain . 
ny MEINE crats cil hq peteinvae guroianeeaeieiens 32 76.2 25 89.3 
ss or HeRbcdcnndcnonds ccseashes 42 100.0 28 100.0 
Oiigomenorrhea and amenorrhea 
iitedecie vii sdctenes Ressnedente 5 15.2 2 7.1 
cd cevesedtibesdaecwenk ewan 15 45.4 10 35.7 
A cccedeverctwaadsenncas-ae 13 39.3 16 57.1 
cd ad cbcesb etnias aides oie 33 100.0 28 100.0 


Plan B was followed in 28 patients ranging in age from 
18 to 32 years. The complaints were similar to those 
of the patients in group A, including two cases of primary 
amenorrhea. Endometrial biopsies showed lack of pro- 
gestational activity in all patients except one, who had 
secretory endometrium after a period of amenorrhea of 
five months. Bioassays for gonadotrophins showed values 
negative for 10 mouse units in one instance and positive 
for 200 mouse units in another. After administration of 
placebo tablets for from one to three months, 12 patients 
reported regular and irregular bleeding. A biopsy taken 
on the first day of bleeding was described as secretory 
endometrium in 2 instances and as various phases of pro- 
liferation in the other 10. There was no reaction in 16 
patients; this group contained the 2 patients with primary 
amenorrhea and the 2 with abnormal follicle-stimulating 
hormone values. 


SUMMARY AND CONCLUSIONS 

A comparative study was made of clinical observa- 
tions of two groups of euthyroid patients complaining 
of sterility and menstrual disorders. Of the initial 339 
patients, only 131 could be considered for final analysis. 
Group A (75 patients) was treated empirically with 
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thyroid extract. Group B (56 patients) received only 
placebo tablets. The patients’ thyroid function was inves- 
tigated at regular intervals by basal metabolic rate, pro- 
tein-bound iodine, radioactive iodine uptake, and serum 
cholesterol determinations. It appeared to us during this 
study that a single determination of any one of these 
laboratory tests, especially of the basal metabolic rate, 
is not enough to evaluate thyroid function. Moreover, 
it is frequently misleading, particularly in euthyroid pa- 
tients. 

The differences in cure and improvement rates between 
the two groups are not statistically significant. It is our 
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impression that the exogenous thyroid administered to 
these patients is merely replacing the endogenous thy- 
roxin that the thyroid gland ordinarily would be produc- 
ing, were it not permitted to rest because of this “outside 
assistance” in maintaining its function. Although this 
study by no means provides a final answer to the efficacy 
of thyroid therapy in menstrual disturbances and sterility, 
the failure to find any statistically significant difference 
in results in the two groups studied makes the therapeutic 
value of thyroid administration for those conditions seem 
very questionable. 
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The blind nailing for fractures of the shaft of the tibia 
has a great advantage over the open method, and the 
technique as developed here appears to be relatively easy 
after one is able to overcome several difficulties that 
occur when the first few nailings are done. These difficul- 
ties are: (1) the cutting of a slanting hole of sufficient 
diameter (0.37 in. or 0.93 cm.) in the right direction 
through the anterior mesial cortex of the tibia to permit 
the nail to be inserted at a very acute angle (fig. 1); 
(2) starting the nail with the tip of the nail aimed at the 
crest of the tibia at the junction of the middle one-third 
and lower one-third of the tibia and with the flange on 
the concave side of the nail in the same plane as the tibial 
crest in this region, permitting easy passage of the nail 
through the narrowest portion of the medullar canal; and 
(3) depressing the midportion of the nail against the 
knee with the palm of the hand, after the nail has been 
inserted into the previously drilled hole through the cor- 
tex (fig. 2). This prevents the nail from cutting out 
through the posterior cortex of the tibia when the tip of 
the nail strikes this region. The nail used is one of our 
own design ' and is made of 18-8 SMO stainless steel. 


FRACTURES SUITABLE FOR NAILING 

1. Any fracture in the middle one-third or upper por- 
tion of the lower one-third of the shaft of the tibia (fig. 3) 
is suitable for nailing. This would include oblique and 
comminuted fractures, with the transverse or short 
oblique fractures being most suitable. In the lower one- 
third fractures, the fracture line should not extend beyond 
a point 3 in. (7.6 cm.) from the ankle joint. Fractures 
lower than this can be nailed, but, like those in the upper 
one-third, fixation is not as secure because of the width 
of the canal (fig. 4). 

2. Multiple segmental fractures, that is, double or 
triple fractures at any level, can be nailed since one is 
always in the mid one-third of the shaft. During nailing 
of the upper one-third fractures, the distal fragment must 
be displaced so that about one-half the width of the shaft 
of the distal fragment is posterior to the proximal frag- 
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ment. If this is not done the nail will emerge through the 
proximal fracture site during nailing and pass posteriorly 
to the distal fragment (fig. 5 and 6). After the nailing 
has been completed, the displacement tends to correct 
itself owing to the bend of the nail in its proximal portion; 
if displacement does not correct itself during nailing, it 
can be done manually while the traction is still on. 

3. Single fractures of the upper one-third and those 
occurring in the distal 3 in. of the shaft can be nailed; 
however, fixation is not so complete owing to the width 
of the medullar canal. We do not recommend nailing 
these fractures unless other conditions warrant it. 


METHOD 

Length of the Nail.—This is obtained by measuring 
with a ruler or tape measure the distance from the pal- 
pable tip of the medial malleolus to the midportion of 
the tibial tubercle, directly on the good leg in a straight 
line (fig. 3). When the nail is inserted at the level of the 
midportion of the tibial tubercle, the threaded portion 
will protrude from the cortex (fig. 7) and the tip of the 
nail will be a safe distance from the ankle joint. (The 
nails come with their length stamped on the butt end.) 
In fractures of the midportion of the shaft a shorter nail 
may be used with safety. 

Width of the Canal.—The narrowest portion of the 
canal is at the junction of the mid one-third and lower 
one-third of the shaft. In most cases the 0.37 in. (0.93 
cm.) diameter nail will suffice; however, in the very young 
person, a 0.31 in. (0.78 cm.) may be needed. If in doubt 
the diameter may be measured by taking a spot x-ray 
film of this region. 





From the Department of Surgery, Washington University School of 
Medicine and the Section of Orthopedic Surgery, St. Louis City Hospital. 

Read before the Seventh Clinical Meeting of the American Medical 
Association, St. Louis, Dec. 3, 1953. 

Because of space limitations, 12 illustrations have been omitted from 
THE JOURNAL and will appear in the author’s reprints. 
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and Key, J. A.: Ciosed Reduction, Plate Fixation, and Medullary Nailing 
of Fractures of Both Bones of the Leg: A Comparative End-Result Study, 
J. Bone & Joint Surg. 34-A: 861-877, 1952. 
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Position of the Patient on the Table.—The fracture 
table is used and the patient placed in the usual position 
with the ankle secured in the foot traction apparatus (fig. 
8). The thigh is supported by means of a sling under the 
femur near the knee to an overhead frame (fig. 8). If a 
2 to 4 in. (5 to 10 cm.) stockinette is used for the sling 
it will act as a good tourniquet when strong traction is 
applied; however, if a wider or a padded sling is used it 
will act as a partial tourniquet and bleeding will be in- 
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Fig. 3.—Drawing of the leg showing the relationship of the line of 
incision, drill hole, and the tibial tubercle. The shaded area shows the 
level at which single fractures of the shaft of the tibia can be nailed. 


creased. The knee rest can be substituted for the sling 
under the distal part of the femur if so desired. The hip 
is flexed to about 50 degrees and the knee to about 90 
degrees. 

Reduction.—Since the tibia is superficial, the tibial 
crest can be palpated throughout its entire length, thereby 
making manual reduction fairly easy. Strong traction is 
applied to distract the fragments in order to facilitate 
reduction. Rotation is corrected by palpating the crest 
above and below the fracture site. Derotate the crests so 
that they are in a straight line. If the traction is sufficient, 















. 

Fig. 4.—Triple fracture nailed blindly. The patient was bearing full 
weight on the leg in a cast two weeks after nailing, and without a cast 
three months after nailing, A, roentgenograms taken before nailing. B, 
roentgenograms taken four months after nailing, one month after full 
weight bearing. 


locking of the fragments can be felt when the displace- 
ment is corrected manually after derotation. After re- 
duction the entire circumference of the leg is prepared 
from the ankle strap to above the knee and draped so that 
this portion is exposed (fig. 9). 

Incision.—A longitudinal incision is started about one 
fingerbreadth medial to the midportion of the tibial tu- 
bercle (the upper point used in measuring for the length 
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of the nail) and carried proximally about 1.5 in. (3.8 cm.) 
(fig. 3 and 8). The incision is carried down to the bone in 
its distal 1 in. (2.5 cm.) with the upper 0.5 in. (1.2 cm.) 
through skin and subcutaneous tissue only. This is done 
sO as not to enter the knee joint. 

Drilling of the Hole-—A 0.37 in. (0.93 cm.) hole is 
drilled through the cortex at the lower end of the incision 
just opposite the midportion of the tibial tubercle and 
near its junction with the shaft of the tibia. If the hole 
is drilled distal to this level the shaft of the tibia may split 
during insertion of the nail, since the tibia is composed 
of dense cortical bone in this region. Start the drill at a 
right angle to the shaft and when the drill bit enters the 
medullar canal, slowly depress the handle of the drill and 
aim the tip of the drill at the crest of the tibia at the 
junction of the mid one-third and lower one-third. Con- 
tinue to depress the handle of the drill until it actually 
dents the skin over the knee (fig. 1). Use a flat piece of 
metal between the drill and the skin to prevent damage to 
the tissues in this region. While the drill handle is being 
depressed, use the flat piece of metal against the knee as a 
fulcrum to bring the tip of the drill forward (fig. 10). This 
















Fig. 5.—Leg of 71-year-old white man in whom a fracture was nailed 
blindly. Patient was bearing full weight in cast two weeks after nailing, 
bearing full weight without cast five months after nailing. A, roentgeno- 
grams taken before nailing. B, roentgenograms taken eight months after 
nailing. 


enables the hole to be drilled almost parallel to the long 
axis of the shaft. It is important to drill the hole in the ex- 
act location and direction, otherwise it may be difficult to 
get the nail started down the canal. If the hole is not 
drilled as above three things may happen: 1. The nail 
may cut out through the posterior cortex, thereby making 
the insertion of the nail extremely difficult. 2. The ante- 
rior cortex may split longitudinally below the insertion 
site, which in itself is not a serious complication. 3. The 
nail will bend with a posterior bow resulting in a recurva- 
tion at the fracture site, which can be corrected at that 
time or 10 to 14 days later when the cast is changed. A 
brace type of drill is more suitable than the speed drill. 

Insertion of the Nail.—Attach the driver to the nail 
and insert the tip of the nail in the drill hole with the con- 
vex surface of the nail resting on the cortex of the tibia, 
thereby having the ftange on the concave side facing out- 
ward. The tip of the anterior flange is aimed at the crest 










IS 1 


is j 
If t 
ad\ 
can 
dot 


aga 
and 
acti 
Of tl 











led 
ng, 
no- 
ter 








Vol 155, No. 12 


of the tibia at the junction of the mid one-third and lower 
one-third of the shaft (the same place at which the drill 
was aimed). The flat piece of metal is again placed be- 
tween the nail and the skin to prevent damage to the skin 
during insertion of the nail. Push the nail down the canal 
until the tip strikes the posterior cortex, then depress the 
midportion of the nail with the palm of the hand so that 
the nail is nearly parallel to the long axis of the tibia (fig. 
2). At this point the nail should dent the skin over the 
knee. By this maneuver the tip of the nail is brought for- 
ward (fig. 11). With a few sharp hammer blows on the 
driver the nail will go down the medullar canal and not 
cut out through the posterior cortex. The nail will con- 
tinue to dent the skin over the knee and will drive with 
some resistance. During the entire nailing the penetration 
of the inserted nail can be checked by using a nail of the 
same or nearly the same length and laying it on the out- 
side of the tibia (fig. 12). When the inserted nail has 
reached a point approximately 0.5 in. from the fracture 
site, reduction and rotation are checked by palpating the 
crest of the tibia above and below the fracture site. The 
fracture is held in reduction while an assistant drives the 
nail a few inches past the fracture site. After the nail has 
penetrated the canal of the distal fragment a few inches, 
fixation appears quite stable. If there is excess motion at 
the fracture site, the nail has not entered the canal of the 
distal fragment. Partially withdraw the nail and repeat 
the above process until fixation is stable. If in doubt a 
roentgenogram in both planes should be taken. The nail 
is driven down until approximately 1 in. remains pro- 
truding at its insertion, then a roentgenogram is taken of 
the ankle joint in two planes to determine the distance 
of the tip of the nail from the ankle joint. If sufficient 
room is present, the nail is driven down until the driver 
strikes the cortex, thereby leaving the threaded portion 
of the nail protruding (fig. 7). This will permit extraction 
of the nail when the fracture is healed. If the nail is too 
short, especially in fractures of the lower one-third, an 
extension can be attached to the nail so that it can be 
driven down to the proper depth (fig. 13). After the nail 
is driven home, the wound is closed in layers and the leg 
checked for alignment. If either rotation or recurvation 
is noted, they are corrected by manipulation in place, and 
a plaster cast is applied from the toes to midthigh (fig. 14). 
When the nail is being driven down the canal it should 
advance with each hammer blow. If it does not advance, 

the nail is impinging in the canal and the driving should 

be stopped. Check the position of the nail in relation to 
the crest of the tibia. If the flange on the concave side 

is not in the same plane as the tibial crest the nail should 

be partially withdrawn and derotated so that the flange 

is in line with the crest. Then proceed with the insertion. 

If the flange is in the correct plane and the nail does not 

advance with each blow, then the nail is too large for the 

canal and the smaller diameter nail should be used. If in 

doubt a roentgenogram should be taken in two planes. 


After Care.—The usual precautions should be taken 
against swelling. The patient is allowed to get out of bed 
and on crutches as soon as conditions permit. Immediate 
active elevation of the leg is started along with exercise 
of the toes. At the end of 10 to 14 days (when the swell- 
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ing has subsided) the cast is removed, the sutures are 
removed, a roentgenogram is taken, and the leg is again 
checked for rotation and alignment. If a deficiency is 
noted it is corrected. On the short oblique or transverse 
fracture a walking cast is applied from the toes to the 
midthigh with the knee straight but not hyperextended. 
After this the patient is bearing full weight in the 
cast for six to eight weeks, then the cast is removed and 
full unrestricted weight bearing without support is begun. 
In the comminuted (especially the butterfly-type) frac- 
ture, if there is enough bone in contact to support weight 
bearing (at least one-third of the cortex above and below 
the fracture site) full weight bearing in the cast without 
support is permitted as above; otherwise, full weight 
bearing is not permitted in the cast until the roentgeno- 
gram shows enough union present to prevent telescoping 
of the fragments. 


TYPES OF FRACTURES 
Simple Fractures.—These fractures are nailed as soon 
as possible. Reduction can be more easily accomplished 
when the swelling is not so great. If there is considerable 








Fig. 13.—Leg of 80-year-old white man in whom an open fracture was 
nailed blindly one week after irrigation, débridement, and closure of the 
wound. A fracture of the patella on the same side was repaired at the 
time of nailing. Patient bore full weight on leg in cast two weeks after 
nailing, and without cast seven weeks after nailing. A, roentgenograms 
taken before nailing. B, roentgenograms taken three months after nailing. 
Note extension on nail to add length to nail. Patient had range of knee 
motion of 110 degrees. 


swelling, especially in the obese, it is sometimes wise to 
postpone nailing until the swelling subsides; however, 
the fracture should be held in as good a reduction as 
possible with particular attention to length. This makes 
reduction easier during nailing. 

Compound Fractures.—lf the condition of the patient 


permits, nailing is done on admission; however, after ir- 


rigation and débridement the wound is not enlarged to 
facilitate reduction. The nailing is done by the blind 
method, but if the wound is so located that the fracture 
site can be seen or palpated, then this is utilized in the 
reduction during insertion of the nail. If the condition of 
the patient does not permit nailing of the leg in the safe 
period, the wound is irrigated, débrided, and closed, and 
the leg is encased in a plaster cast from the toes to the 
groin with the fracture held in as good a reduction as pos- 
sible. Particular attention should be paid to maintaining 
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length, since this makes blind nailing much easier when 
the wound is healed 10 to 14 days later. It is advisable not 
to remove the skin sutures of the open wound until after 
the nailing has been completed, as this may prevent tear- 
ing open the wound. 

Nailing of Delayed or Nonunion Fractures.—The 
regular operating room table is used, since no traction is 
needed. If the fragments are in good position the callus 
between the bone ends is not disturbed, provided the 
roentgenogram shows that the nail can be driven through 
this site. If the ends are sclerotic, however, the callus is 
cut through with care being taken to save as much bone 
as possible. The canals are then reamed out with the 0.37 
in. drill, and in either case after the nailing is com- 
pleted a Phemister-type bone grafting is done with strips 
of iliac bone being placed all around the fracture site. 
An osteotomy of the fibula is done with about 0.5 in. 
resected. This is important, so that impaction can occur 
on weight bearing. The postoperative care is the same 
as for fresh fractures; however, the walking cast is left 
on about one month longer. 


LATER TREATMENT 
Removal of the Nail.—After the solid union the nail 
can be removed, but it should not be removed until the 
roentgenogram shows that the fracture site is completely 
obliterated (fig. 15 and 16). There are no known contra- 


Type and Location of the Fracture Site 


Trans- 

verse Oblique Comminuted Total 
Proximal one-third.......... 6 27 21 ( 6B)* 54 
Middle one-third............. 30 61 145 (84B) 236 
Lower one-third............. 9 38 18 ( 4B) 65 





* B = fractures with a butterfly segment. 


indications to leaving the nail in permanently. One pa- 
tient with a tibial nailing has been followed for over nine 
years, and no ill effects have been noted. Only about 
10% of the nails in this series have been removed. 


Infection.—If an infection occurs, free drainage is 
established by opening the wound and loosely inserting 
fine mesh gauze. Antibiotics are given, and the patient 
is treated in the same manner as in the noninfected cases 
in regard to weight bearing and removal of the nail. In 
this series tibial nailing has been done on 13 infected 
legs when other methods had failed, with all but one 
being done to avert an amputation of the leg. Of the 13, 
12 have united; in some the infection cleared up, while 
in the others it only cleared up after removal of the nail 
and sequestrectomy. The one failure occurred because 
of inability to get coverage over the exposed portion of 
the bone. A 6 in. section of the shaft had sequestratec 
prior to nailing. 

COMMENT 

This method of treating fractures of the tibial shaft has 
been used in over 300 cases, and it was necessary to do an 
open nailing in only 3 cases of fresh fractures because 
of failure to obtain reduction by the blind method. This 
occurred in two simple and one compound fracture. In 





J.A.M.A., July 17, 1954 


the case of the compound fracture the open wound was 
approximately 2 in. proximal to the fracture site anq 
could not be utilized during the nailing. If the wound 
site is so located that the fracture site can be seen or can 
be felt with the finger, then this is utilized during nailing: 
however, the fracture wound is not enlarged to facilitate 
reduction unless blind nailing has failed. In fresh frac- 
tures of the tibia with an intact fibula, the fibula is oste- 
otomized after the nailing has been completed to allow 
impaction on weight bearing. 

The type and location of the fractures nailed is listed 
in the table. Of the total of the fractures nailed (includ- 
ing cases reported previously '), 187 were simple frac- 
tures and 113 were compound. Sixty of the compound 
fractures were nailed when they were fresh. The nailing 
was done for fresh fractures in 273 cases, for delayed 
union in 16 cases, and for nonunion in 11 cases. There 
were 45 double segmental fractures and 5 triple seg- 
mentai fractures among the cases reported. Of 291 nail- 
ings done before Sept. 1, 1953, 224 resulted in union of 
the bones; 5 (2.1% ) did not result in union; and on 46, 
there was no followup. There were 10 deaths, all occur- 
ring over one week postoperatively, none occurring from 
fat embolism. Of the simple fractures, 4 (2.1%) were 
infected; of the compound fractures, 18 (4.4% ) were 
infected. Of the 18 infected compound fractures, 12 
were nailed through infection intentionally as a limb- 
saving measure. 

SUMMARY 

In the blind technique for nailing fractures of the tibia! 
shaft, nailing has been done on open as well as closed 
fractures as a primary procedure with equally good re- 
sults. Fractures in all portions of the shaft have been 
nailed. Fresh fractures, delayed unions, and nonunion 
fractures have been nailed. Three hundred tibias have 
been treated with this method. Two hundred thirty-nine 
cases have been followed, with the percentage of frac- 
tures not resulting in union only 2.1. 


16 Hampton Village Plaza. 





Treatment of Histoplasmosis.—At present there is no satisfac- 
tory specific therapeutic agent. The evaluation of any medica- 
tion for treatment of histoplasmosis will always be difficult 
because of the marked variation in the clinical course of the 
disease and the relative scarcity of patients for study. Ethyl 
vanillate has shown some promise in the treatment of active 
histoplasmosis, but its relative toxicity and difficulty of admin- 
istration are deterrents to its widespread use. Atabrine . . . has 
been found to inhibit growth of H. capsulatum in the test tube 
and to increase the survival rate of mice experimentally infected 
with the fungus when therapy was started early. If therapy was 
delayed until the animal was extremely ill, no benefit was ob- 
served. It is too early to evaluate the effect in humans. How- 
ever, in two fatal cases with extensive dissemination, we were 
never able to recover the fungus, ante mortem or post mortem, 
once Atabrine therapy was started. All of the sulfonamides and 
the antibiotics in current use have proved ineffective in the treat- 
ment of active histoplasmosis. . . . Streptomycin enhances the 
in vitro growth of H. capsulatum, and it . . . may laggravate| 
the symptoms. . . . Thus, present treatment of histoplasmosis 
is still largely supportive, in a manner similar to the long estab- 
lished therapy for tuberculosis—J. A. Prior, M.D.; S. Saslaw, 
M.D., Ph.D., and C. R. Cole, D.V.M., Experiences with Histo- 
plasmosis, Annals of Internal Medicine, February, 1954. 
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CLINICAL NOTES 








UNSUSPECTED FOREIGN BODY 
(SURGEON’S GLOVE) IN THE LUNG 


REMOVED AFTER TWELVE YEARS AT TIME 
OF PROPOSED LOBECTOMY 


R. R. DeNicola, M.D., Richland, Wash. 


The term “foreign body in the lung” ordinarily brings 
to mind three possibilities. Primarily these words refer, 
almost exclusively in civilian practice, to small inhaled 
objects that block the air passages and are most often 
removed by bronchoscopy. Secondarily, consideration is 
given to accidental traumatic incidents or war wounds 
in which larger objects, missiles, or exploded debris pene- 
trate the lung tissue from outside. Finally, interpretation 
of the phrase must include the possibility of unremoved 
bits of drainage material left in the chest at a recent 
operation, causing an empyema to become chronic. The 
history for the first two possibilities is specific. The drain- 
ing wound itself brings to mind the third consideration. 

The following case report is that of a man who at the 
age of 18 years was operated on for empyema. The 
wound healed without incident and remained closed 
thereafter. Twelve years later, at proposed lobectomy for 
bronchiectasis, I removed, with considerable amazement, 
an almost intact surgeon’s glove from the patient’s right 
lung. 

REPORT OF CASE 


A 30-year-old white patrolman was admitted to the Kadlec 
Hospital on Feb. 5, 1951, because of chills, fever, and a per- 
sistent productive cough. His history dated to 12 years pre- 
viously, at which time pneumonia, following measles, was 
complicated by an empyema of the right side of the chest. Six 
weeks after the onset of his illness he was admitted to a 
general hospital, and several days later the empyema was 
treated by rib resection and drainage. The patient’s wound was 
not thereafter dressed by the surgeon who operated on him. 
The chest wound was dressed every three or four days by an 
intern, and three weeks later the patient was discharged with 
the wound still healing. Although the wound remained open 
for some time, the patient was seen on only one other occasion 
at the hospital. The parents of the patient dutifully changed 
the thoracic dressings when they were soiled, and the wound 
closed over completely one month after hospital discharge. 
There had been no drainage from this wound since that time. 
During the next two or three years, symptoms were either 
nonexistent or so mild that the patient could not recall any 
difficulty. 

For the nine years preceding his admission to the Kadlec 
Hospital the patient suffered frequent colds associated with 
severe coughing spells that were productive of a large amount 
of foul-smelling, purulent material. The cough was especially 
severe each morning. There were also accompanying chills and 
fever. At no time did hemoptysis occur during the 12 years. 
Fach “cold” was treated with “sulfur-drugs” by physicians of 
the various communities in which the patient lived. Two years 
prior to this admission a particularly severe attack occurred 
that was accompanied by deep substernal pain. At that time 
he was admitted to a hospital where he received penicillin 
injections every three hours for 28 days. This treatment 
resulted in prompt and dramatic relief of all respiratory and 
constitutional symptoms. However, a severe recurrence of all 
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symptoms during the past eight months, and a marked loss of 
weight, had resulted in the present hospital admission. 

A physical examination showed a very pale, well-developed, 
but poorly nourished white man who appeared both chronically 
and acutely ill. There was a markedly foul odor to the breath, 
which could be detected many feet away from the patient. 
Except for a well-healed intercostal scar over the posterolateral 
portion of the ninth rib on the right, all regions of the body 
were essentially normal. Chest expansion was limited on the 
right side, and moist rales were heard over the right lower 
lung field posteriorly. The fingers showed mild clubbing. Exami- 
nation showed a hemoglobin level of 11.5 gm. per 100 cc. 
(Hayden-Hauser), erythrocytes 4,210,000, leukocytes 7,250 with 
78% neutrophils. The corrected sedimentation rate was 32 
mm./hour. The Kahn test for syphilis was negative. Repeated 
urinalysis showed no abnormalities. An aerobic culture of 
sputum showed Hemophilus influenzae, Streptococcus viridans, 
Diplococcus pneumoniae, Neisseria catarrhalis, and Strepto- 
coccus pyogenes (hemolytic). An anaerobic culture showed a 
streptococcic species (nonhemolytic). 

Roentgenograms (fig. 1) and bronchograms (fig. 2) were 
taken. They showed cylindrical dilatation in the right middle 
lobe bronchus. The right lower lobe bronchi were not filled 
by the dye, and a homogeneous density was seen in the region 
of the right lower lobe. A bronchoscopy under topical anesthesia 





Fig. 1.—Roentgenogram showing homogeneous density in the region 
of the right lower lobe of the lung. 


was attempted on Feb. 8, 1951, but much difficulty was en- 
countered. Yellow, fluid pus continually obscured the broncho- 
scopic view and over 800 cc. of this material was evacuated 
from the right lung. No tumors or foreign bodies were seen. 

On Feb. 18, 1951, the patient was brought to the operating 
room for right lower lobectomy. Under intertracheal gas, 
oxygen, and ether anesthesia a posterolateral incision was made 
over the seventh right rib. The rib was removed and its pos- 
terior periosteum was incised. At this point the dense adhesions 
between the lower lobe and the chest wall and between the 
lower and middle lobes made anatomic identification difficult. 
Pulmonary mobilization was attempted by sharp dissection, 
and during the course of this dissection the thick mass con- 
stituting the right lower lobe was entered, showing a large 
abscess cavity filled with pus similar to that previously recovered 
by bronchoscopy. After thorough aspiration, the cavity was 
found to contain a large amount of dull gray, friable material. 
This was carefully removed and found to consist of four large 
pieces of rubbery material easily discernible as a total rubber 
glove from which the finger tips had been removed. The cavity 
was thoroughly cleaned and curetted, but the underlying tissue 
was found to be severely involved in very acute and vascular in- 
flammation. In addition, the inflammatory process involved the 
adjacent lobe. It was felt unwise to perform local excision of 
the process in light of (1) the finding of a removable causal 
agent and (2) the danger of propagating infection in the adja- 
cent lobe by surgical trauma. Accordingly, the abscessed cavity 
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was packed with rolled gauze and two large tubes were also 
placed in the cavity. The rest of the wound was loosely closed 
with interrupted chromic catgut sutures, and interrupted silk 
sutures approximated the skin. The patient was returned to his 
room; his condition was good. 


- 





Fig. 2.—Bronchogram showing atelectasis of the right lower lobe and 
mild cylindrical dilatation in the right middle lobe bronchus. 





Fig. 3.—Glove removed from the chest of the patient in case reported on. 


The patient’s immediate postoperative condition was excel- 
lent. There was no further elevation of temperature, pulse rate, 
or respiratory rate. The wound drained well, and two subse- 
quent dressings were performed with the patient under general 
anesthesia. From then on healing was rapid. He was discharged 
from the hospital on the 13th postoperative day, and the chest 
wound was dressed at office visits until five weeks later when 
complete and permanent wound healing occurred. 
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The removed specimen consisted of four pieces of brown 
rubbery material, extensively discolored, some portions being 
purple and yellow (fig. 3). The largest portion showed four 
outpouchings with open ends (the fingers of the glove). The 
second portion showed one much larger outpouching (the 
thumb of the glove). The other two portions were larger and 
consisted of flat wide strips of the same material (the ventral 
and dorsal layers of the glove). 


COMMENT 


Since Claisse in 1895 found that bronchiectasis fre- 
quently results from foreign bodies in the lung, many 
instances of retained pulmonary foreign bodies can be 
found in the literature. For the main part, these foreign 
bodies are the commonplace aspirated objects, sequestra, 
and small bits of gauze or drainage tubing. One of the 
largest strips of the latter material found in the lung was 
described by Knoepp,' whose patient had retained the 
material for 26 years. This patient had, however, inter- 
mittently had drainage from a past empyema wound for 
13 years, which gave some clue to the underlying con- 
dition. The same author also mentions a report by Hed- 
blom of the removal of a piece of wood from a lung 
abscess 10 years after a buzz-saw accident. In none of 
the cases reported however, was there so complete an 
imprint of surgical fault as in the case described here.’ 

A reconstruction of past events indicates that a large 
surgeon’s glove with the finger tips amputated was used 
as a means of empyemic drainage in the first operation. 
This glove was filled with gauze packing that was grad- 
ually removed by a hospital attendant other than the 
patient’s surgeon. In the removal of the final strip of the 
gauze pack, the rubber glove encasing was inadvertently 
allowed to drop into the chest cavity. Despite this foreign 
body, the healing process perversely and stubbornly went 
on to completion, leaving a superficially well-healed 
wound masking an enclosed foreign body. After a time. 
the latter caused suppuration with constant chronic con- 
stitutional symptoms and internal fistulization with pro- 
nounced recurrent respiratory symptoms. 

The removal of the foreign body has resulted in com- 
plete and rapid healing, both clinically and roentgen- 
ographically. There has been complete subsidence of all 
symptoms, a marked gain in strength, and a weight gain, 
in one year, of over 30 Ib. (66 kg.). 

Medical Arts Bldg. 


1. Knoepp, L. F.: Lobectomy for Pulmonary Suppuration: Revealing 
Foreign Body Retained for 26 Years (Case Report), Dis. Chest 9: 510 
1943. 

2. Sweet, R. H.: 
Company, 1950. 


Thoracic Surgery, Philadelphia, W. B. Saunders 





Appendical Calculii—Fecaliths may be found in as high 4s 
67% of patients with appendicitis. They are rarely diagnosed 
by roentgenographic examination for two reasons: (1) Preopera- 
tive roentgenograms of the abdomen of a patient with well-de- 
fined acute appendicitis are not usually taken, and (2) most 
fecaliths are not radiopaque. . . . Any patient having an appen- 
dical calculus will probably develop acute appendicitis. . . 
When a calculus is found, it should be treated as a surgical 
emergency because perforation of the appendix occurs in from 
37 to 59% of such patients. Radiopaque appendical calculi have 
been reported to contain calcium magnesium phosphates and 
carbonates with cellular debris and bacteria. Ingestion of mer 
cury has also been shown to produce demonstrable calculi in the 
appendix causing appendicitis —Capt. P. E. Gedeon, and ¢ apt. 
J. J. Schwab, Roentgenographically Demonstrable Appendical 
Calculi, United States Armed Forces Medical Journal, Febrv- 
ary, 1954. 
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SCHISTOSOMIASIS JAPONICA UNTREATED 
TEN YEARS AFTER EXPOSURE 


REPORT OF A CASE 


John L. Wolford, M.D. 


and 


John M. Rumball, M.D., Coral Gables, Fla. 


Schistosomiasis is a fluke disease not native to the 
United States and is caused by three different species of 
schistosomes, namely, japonica, mansoni, and hemato- 
bium. Each specie is distinct in respect to its geographical 
distribution and predilections for specific organs in the 
body. 

In the United States the disease is of relatively low 
incidence. During the Leyte campaign in the Philippine 
Islands schistosomiasis japonica was diagnosed and 
treated ' in an estimated 1,500 cases. It is estimated that 
another 1,500 cases probably occurred with subclinical 
symptoms and the patients remain untreated. In addition 
approximately 2,000 Americans, prisoners of the Japa- 
nese, were thought to be affected during their captivity. 

The disease itself is manifested by an acute phase, 
followed by a latent period of extreme variability, and a 
late phase of irreversible tissue damage. The acute phase 
results from contact with the organism usually while 
swimming or bathing. At this time many infective flukes 
penetrate the skin, precipitating an allergic reaction with 
skin rash, urticaria, periorbital edema, and lymphad- 
enopathy. Diarrhea usually develops at a somewhat 
later date. Abdominal tenderness, a picture simulating 
a bronchopneumonia, and mental confusion may all be 
a part of the acute phase. In some cases early symptoms 
may be exceedingly meager and overlooked. In the latent 
phase the patient remains asymptomatic while tissue re- 
action to ova and worm proceeds. Eventually tissue 
reaction to the organism results in extensive fibrosis with 
thickening of the intestinal wall and formation of papil- 
lomas, cirrhosis of the liver with its complication, and 
urinary bladder disease from hematobium infestation. 

The disease is propagated by a complicated life cycle. 
Man is the primary reservoir; the snail is the only inter- 
mediate host. The ova are deposited in streams and 
waterways from human excreta and urine. The ova hatch 
in three to four hours to a ciliated larval form, the mira- 
cidium. The miracidium seeks the suitable intermediate 
host, the snail. While it is in the snail, asexual changes 
occur, producing a free-swimming cercaria, the infec- 
tive form. This form is capable of burrowing into the 
skin, causing the disease. This disease presents no public 
health problem to this country, since the snail intermedi- 
ate host does not exist here. There is a marked but fortu- 
nate specificity between the schistosome and the snail.” 

An instance of schistosomiasis in a former prisoner- 
of-war is reported to stress the importance of looking for 
this disease in similar persons. 





From the Medical Service, Veterans Administration Hospital. Resident 
in Medicine (Dr. Wolford) and Chief, Medical Service (Dr. Rumball). 
alt Most, H.: Schistosomiasis, Veterans Admin. Tech. Bull, 10-36, Sept., 

» x te 

2. Burtner, O. W.: Schistosomiasis Japonica in American Soldiers in 
the Philippines, J. Philippine M. A. 26: 537-554 (Dec.) 1950. Pesignan, 
tr P.: Analysis of 4,302 Cases of Schistosomiasis Japonica, ibid. 27: 203- 
“Il (April) 1951. 
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W. L. is a 30-year-old white man whose history began in 
May, 1942, when he became a Japanese prisoner-of-war. He 
was interned at Davepol, Mindanao, for approximately two 
years. During his captivity his duties consisted of laboring in 
the rice paddies from sunup until sundown. These paddies were 
grossly contaminated with both human and animal feces and 
urine. They were muddy, soggy areas, and the prisoners worked 
in ankle to waist-deep mud. These areas are known to be in- 
fested with Schistosoma flukes. 

In this camp three diseases were rampant. Probably the com- 
monest disease was malnutrition and avitaminosis. The second 
commonest disturbance was dysentery. This type of dysentery 
was extremely devastating, causing as many bowel movements 
as 20 to 30 per day. Another common disease was malaria. The 
patient experienced all three diseases while a prisoner and lost 
approximately 30 Ib. (13.6 kg.) while a captive. 

After liberation the patient was sent to Letterman General 
Hospital. Within approximately six to eight weeks the patient 
regained his normal weight, his malaria abated, and his bowel 
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Fig. 1.—A, biopsy specimen of rectal tissue showing schistosomes. B, 
biopsy specimen of liver showing a schistosome. 


movements numbered one a day. The patient felt his health 
had returned, and, aside from mild complaints of lassitude, loss 
of energy, and easy fatigability, he was asymptomatic. The pa- 
tient was discharged for service-connected psychoneurosis. 
As a civilian he remained in excellent health, free of malaria 
and dysentery, occasionally visiting a Veterans Administration 
regional office for minor complaints of headaches and easy 
fatigability. Never did he feel he was incapacitated sufficiently 
by his complaints to seek additional medical treatment. In 1950 
the patient received a letter from Dr. Harry Most of the de- 
partment of preventive medicine of New York University, in- 
quiring if he would forward stool specimens for survey among 
former Japanese prisoners-of-war for schistosomiasis. Two speci- 
mens were forwarded, one to the Army Institute of Pathology 
and one to Dr. Most. Both specimens were reported as con- 
taining Schistosoma japonicum ova. The patient was advised 
to present himself for treatment, but not informed of his diag- 
nosis. At a Veterans Administration regional office he was ex- 
amined and several stool studies were done, but no schistosomes 
were found so no treatment was given. The patient continued 
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his schooling and graduated from college, after which he re- 
located in Hialeah, Fla., where he became a teacher in the ele- 
mentary school. He continued to have occasional headaches, 
easy fatigability, and at irregular intervals he noted loose mushy 
stools but not true diarrhea. In the spring of 1953 he received 
another communication from Dr. Most, inquiring for follow-up 
facts regarding any improvement after treatment. He replied 
that he had received no medical treatment, so Dr. Most advised 
him to seek hospital care for careful examination and treat- 
ment. It was under these circumstances that he was admitted 
to our hospital in June, 1953. 


Physical Examination.—The patient was a healthy-appearing 
young white man. There were no abnormal physical findings 
involving the head, eyes, ears, nose, or throat. The neck was 
normal. The lungs were clear to percussion and auscultation. 
The heart rate was 80 and regular. The blood pressure was 
110/78 mm. Hg. No murmurs were audible. The abdomen was 
soft, flat, and nontender. The liver, kidneys, and spleen were 
not palpably enlarged. On digital examination the rectum seemed 
normal. There were no abnormalities of the skin. The super- 
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Fig. 2.—Effects of antimony therapy on the electrocardiogram (lead 2). 
A, before treatment. B, during treatment. C, two weeks after completion 
of treatment. 


ficial and deep reflexes were all equal and active. He was alert 
and did not seem to show abnormal disturbance of the psyche. 
Sigmoidoscopy revealed mild changes in the rectal mucosa, con- 
sisting of some thickening and areas of increased redness. No 
ulcers or papillomas were present. A biopsy of rectal mucosa 
was taken and pressed between two slides. Schistosomes were 
seen in the submucosal layer, which revealed thickening due to 
fibrosis (fig. 14). A needle biopsy of the liver revealed evidence 
of fibrosis and the presence of schistosomes in the liver 
(fig. 1B). 

Laboratory Findings.—The white blood cell count was 10,700, 
with 2% eosinophils in one count and 6% in another. The stool 
seemed to contain no ova and parasites on two occasions. The 
total protein content of the blood was 8.1 gm., with 5.4 gm. of 
albumin and 2.7 gm. of globulin. The serum bilirubin level was 
0.85 mg., cholesterol 203 mg., and cholesterol esters 143 mg. 
per 100 cc. There was no cephalin flocculation in 48 hours. 
The thymol turbidity was 0.6 units and the alkaline phosphatase 
level 1.9 Bodansky units. The sulfobromophthalein (Bromsul- 
phalein) retention was 3.8.8 
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An electroencephalogram was done because of the possibili:, 
that this disease was the causative factor of the frequent head- 
aches; however, no abnormal waves were noted. 

This patient was treated with trivalent antimony in the form 
of stibophen-U.S.P. (Fuadin). A total of 103.5 cc. was given 
intramuscularly over 32 days. Initially 3.5 cc. was injected, 
then 5 cc. daily for four days, then 5 cc. on alternate days for 
16 doses. The patient tolerated the procedure with very mini- 
mal complaints. These consisted of nausea, usually after an in- 
jection, which disappeared in four to six hours. Dimenhydrinate 
(Dramamine) was ineffective in preventing nausea. 


This patient also exhibited marked changes in his elec- 
trocardiogram during therapy.‘ Prior to therapy this 
patient had a normal electrocardiogram. Two weeks after 
therapy there was marked flattening of T waves in all 
precordial leads. In approximately four weeks after 
therapy the electrocardiogram was again normal (fig. 2). 
Six weeks after treatment was instituted rectal biopsy 
failed to reveal schistosomes. 


SUMMARY AND CONCLUSIONS 


Schistosomiasis japonica was quite prevalent among 
the prisoners-of-war who remained in the Philippines 
during World War II. The ordinary stool examination 
often fails to reveal the schistosomes even when done 
carefully by trained personnel, particularly in patients 
who have harbored the disease for several years. This 
case illustrates the importance of rectal biopsy tech- 
nique in looking for schistosomes. It should always be 
considered in any person who has been in the endemic 
areas who has vague complaints or has an enlarged liver. 
The sigmoidoscopic appearance of the mucosa is not 
characteristic, but is not a normal finding and should 
also make one suspicious. Liver biopsy is also diagnostic 
if the eggs are seen, though this method of diagnosis is 
not advocated as a routine procedure. Therapy at this 
stage may prevent further permanent damage. 

3. Pesignan, T. P., and Beltran, A. M.: Studies on Liver Function 
jg in Schistosomiasis Japonica, J. Philippine M. A. 27: 220-226 (April) 


4. Pesignan, T. V., and others: Evaluation of Fuadin Therapy in 
Schistosomiasis Japonica, J. Philippine M. A. 27: 234-241 (April) 1951. 


SIMPLIFIED TREATMENT OF DIAPHRAG- 
MATIC RECTAL STRICTURES 


Robert Turell, M.D. 
and 


Aubre de L. Maynard, M.D., New York 


The purpose of the present study is to report (1) our 
follow-up observations of electrosurgical resection of 
diaphragmatic strictures of the rectum and (2) to stress 
the necessity of histopathological examination of these 
lesions. In June, 1950, a preliminary report * was made 
on the electrosurgical resection of the following types 
of rectal strictures: (1) benign congenital; (2) benign 
postoperative; (3) inflammatory (caused by venereal 
lymphogranuloma); and (4) postoperative malignant 
(following so-called anterior resection). This resection 
was done by means of a double loop, high frequency 
resector that was originally designed for the extirpation 





From the surgical service of the Harlem Hospital. 
1. Turell, R.: Stricture of Rectum: A New Treatment, Am. J. Surg. 
81:71 (Jan.) 1951. 
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of benign sessile rectal adenomas.'* With this instrument, 
it is possible to remove tissue in which enough of the 
original architecture is preserved to make the specimen 
suitable for microscopic examination. The surgical litera- 
ture of recent years does not record a similarly organized 
therapeutic plan. 

MATERIAL 

Benign Congenital Strictures.—The reported incidence 
of congenital fibrous bands at the pectinate line (muco- 
cutaneous junction), which usually are the result of in- 
complete dissolution of the membrane between the hind- 
gut and the proctodeum, varies from less than 1% to as 
high as 39%. These strictures may be soft, pliable or 
dense, circular or semilunar, and of large or small cali- 
ber? and may be accompanied by a host of anorectal 
lesions such as cryptitis and fissures. Only about 10% 
of these strictures are symptomatic.* Most of the soft 
strictures in juvenile patients disappear spontaneously, 
but some require dilation. Digital dilation * is far prefer- 
able to instrumental dilation, even if “flexible rubber 
dilators” ** are used. We avoid the use of the latter as 
well as of lubricants containing anesthetic and related 
agents “* such as the one containing 4.5% ethyl amino- 
benzoate (benzocaine), 1.75% carbolic acid, 0.5% men- 
thol, and 0.25% of ephedrine in an oil base (the mixture 
marketed as Rectalgan). These drugs may be strong 
cutaneous sensitizers.° Semidense or dense fibrous stric- 
tures that fail to respond to dilations and that were, in the 
past, given surgical treatment‘ can be successfully treated 
by simple electrothermic resection. 

In an 11-year-old white girl whom we treated, a dense, 
fibrous, small-calibered stricture! that had failed to 
respond to dilations was subjected to electroresection in 
August, 1942. Only three segments of tissue were re- 
moved; one from the posterior and one from each lateral 
surface of the lumen of the stricture. This procedure 
resulted in the immediate relief of symptoms, which has 
continued to date. The successful outcome in this case 
initiated the present study and established the technical 
feasibility of this procedure for the treatment of dense 
strictures. Electrosurgical resection, which is quite similar 
to transurethral resection of median bars at the vesical 
neck, has since been employed successfully in two addi- 
tional similar cases. 

Inflammatory Strictures (Diaphragmatic Type).—Fif- 
teen patients with this type of stricture caused by venereal 
lymphogranuloma have been given electrosurgical resec- 
tion. These strictures were usually located at the pectinate 
line or 2 to 5 cm. (1 to 2 in.) cephalad to it and were 
associated with other anorectal or gynecologic lesions 
such as elephantiasis of the vulva, single or multiple ano- 
rectal or rectovaginal fistulas or sinus tracts, and extreme 
deformity of the anus. The lumen of the stricture varied 
in size from about 2 mm. in diameter (necessitating the 
use of cathartics daily to maintain the stool in liquid 
form) to less than 0.5 cm. In four patients the lumen of 
the strictures had been completely occluded, causing 
complete intestinal obstruction that necessitated the con- 
struction of abdominal colostomies months or years 
before we saw the patients. 
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In resection of this type of stricture the lateral and 
posterior walls are usually resected; the anterior wall of 
the stricture is left alone or treated with utmost caution 
in order to avoid possible intestinal perforation. The 
resected tissue of all strictures is routinely examined his- 
tologically. Several patients with this type of stricture 
were treated successfully by electrosurgical resection. A 
40-year-old Negro woman ' with a very small-calibered 
rectal stricture associated with concomitant distortion of 
the anus caused by fibrosis, fistula, and subacute proctitis 
underwent an electrosurgical resection on Sept. 23, 1949. 
The histopathological diagnosis of the excised tissue was 
chronic granuloma with evidence of acute inflammation. 
This patient has remained well to date. A 38-year-old 
Negro woman ' had a dense, fibrous, circular stricture 
with narrow lumen situated about 1 cm. above the pec- 
tinate line and associated with two rectovaginal fistulas. 
On Oct. 14, 1949, the stricture was resected. The histo- 
pathological examination of the resected tissue showed 
scar and chronic granulation tissue. Both rectovaginal 
fistulas were repaired on Dec. 26, 1949. The patient has 
remained well to date. 


In the past, patients with such complicated lesions 
were usually given either an abdominoperineal resection 
of the rectum or some type of “‘pull-through” procedure.° 
On the basis of our own follow-up observations, we con- 
cur with Goligher * that the latter procedure results in 
questionable continence and leaves an anal colostomy 
that is far less comfortable than the orthodox abdominal 
colostomy. The newer physiological studies of anal 
sphincter control adequately explain this lack of conti- 
nence.* 

After the successful resection of strictures, the colos- 
tomies of four patients have been closed without further 
incident to date. A 32-year-old Negro woman with 
severe diabetes mellitus had a colostomy performed on 
April 12, 1949, because of acute intestinal obstruction 
caused by a completely occluding rectal stricture situated 
1 cm. above the pectinate line and associated with a 
deformed anus caused by intense fibrosis. On Jan. 27, 
1950, the stricture was resected, and the histopathologi- 
cal examination showed scar and chronic granulation 
tissue (fig. 1). On March 31, 1950, the colostomy was 





la. The instrument is manufactured by the American Cystoscope 
Makers, Inc. 

2. Turell, R.: Pediatric Proctology: Review with Comment, Am. J. Dis. 
Child. 79:510 (March) 1950. 

3. (a) Brown, S. S., and Schoen, A. H.: Congenital Anorectal Stricture, 
J. Pediat. 36: 746 (June) 1950. (6) Coleman, J. M.: Congenital Fibrous 
Bands at Anorectal Line: Possible Etiologic Factor in Colic and Consti- 
pation, Texas State J. Med. 44: 454 (Oct.) 1948. 

4. Turell, R.: Treatment in Proctology, Baltimore, Williams & Wilkins 
Company, 1949. 

5. Lane, C. G., and Luikart, R. H., II: Dermatitis from Local Anes- 
thetics with Review of 107 Cases from Literature, J. A. M. A. 146: 717 
(June 23) 1951. 

6. Wrigat, L. T.; Freeman, W. A., and Bolden, J. V.: Lymphogranu- 
lomatous Strictures of Rectum: Résumé of 476 Cases, Arch. Surg. 53: 499 
(Nov.) 1946. 

7. Goligher, J. C.: Functional Results After Sphincter-Saving Resec- 
tions of Rectum, Ann. Roy. Coll. Surgeons England 8: 421 (June) 1951. 

8. Gaston, E. A.: Physiology of Fecal Incontinence, Surg., Gynec. & 
Obst. 87: 280 (Sept.) 1948. Gaston, E. A.: Fecal Continence Following 
Resections of Various Portions of the Rectum with Preservation of the 
Anal Sphincters, ibid. 87: 669 (Dec.) 1948. Goligher, J. C., and Hughes, 
E. S. R.: Sensibility of Rectum and Colon: Its Role in Mechanism of 
Anal Incontinence, Lancet 1:543 (March 10) 1951. Gaston, E. A.: 
Physiological Basis for Preservation of Fecal Continence after Resection 
of Rectum, J. A. M. A. 146: 1486 (Aug. 18) 1951. 
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closed without incident. After resection of the strictures 
and prior to closure of colostomies, repeated digital ex- 
aminations of two patients showed narrowing of the 
resected area suggesting an incomplete initial resection. 
This was also observed in several other patients without 
colostomies. Believing that not enough tissue had been 
removed at the initial resection, because we invariably 
prefer to err on the side of conservatism and to repeat 
the resection if not enough tissue was removed at the 





Fig. 1.—Microscopic appearance of resected specimen of rectal stricture, 
showing scar and granulation tissue. 


original procedure, we decided to institute additional re- 
sections. However, in each instance after induction of 
anesthesia (spinal) no narrowing was discernible. 

Carcinoma has been found in several of the strictures 
that seemed benign. A very small-calibered, firm stric- 
ture of the rectum situated at the pectinate line in a 50- 
year-old Negro woman appeared grossly benign and 
looked similar to those of the patients reported on above. 
The stricture was resected electrosurgically on Sept. 27, 
1950. The routine histopathological examination showed 
anaplastic epidermoid carcinoma (fig. 2) that necessi- 
tated an abdominoperineal resection of the rectum. The 
finding of superimposed epidermoid carcinoma on the 
stricture in this instance and in three additional patients 
with strictures that grossly appeared benign seems to 
invalidate any therapeutic procedure that does not re- 
move tissue for histopathological examination. This point 
cannot be overemphasized, and it lends some credence to 
the belief that the coexistence of cancer with venereal 
lymphogranuloma is not fortuitous.” This relationship is 
not paralleled by any other venereal disease. It is believed 
that persistent venereal lymphogranulomatous lesions 
should be considered as precancerous or that they pre- 
dispose to cancer.® 

A 53-year-old Negro woman with a small-calibered 
stricture situated about 3 cm. above the pectinate line 
complained of intermittent bleeding from the rectum in 
addition to straining at defecation and the passage of a 
pencil-sized or smaller stool. The stricture was resected 
electrosurgically on Jan. 19, 1950, thus making a further 
search for the cause of bleeding possible. We then found 
an adenocarcinoma of the rectosigmoid. We believe that 
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a stricture interfering with a thorough proctologic exan)- 
ination should be eliminated to make complete invest;- 
gation possible, as bleeding from the rectum denotes 
cancer until proved otherwise. Ginzburg and one of us 
(R. T.) have observed adenocarcinoma of the rectum in 
association with postoperative anal stenosis in four 
cases.'® Bleeding was the outstanding symptom in all of 
these patients. 

Tubular Type.—To date we have treated three tubular 
strictures caused by venereal lymphogranuloma by elec- 
trosurgical resection of the caudad portion of strictures 
that were situated low in the rectum. These strictures 
required an abdominoperineal resection of the rectum, 
which the patients refused. Whenever it is anatomically 
feasible, we excise the stricture-bearing segment of the 
gut and perform an immediate open end-to-end anasto- 
mosis such as the Maunsell-Weir technique ‘; otherwise, 
an abdominoperineal excision of the rectum is per- 
formed. 

SUMMARY AND CONCLUSIONS 

To date, our results have justified the continuation of 
electrosurgical resection as a definitive procedure for the 
treatment of congenital and inflammatory diaphragmatic 
strictures of the rectum. After this procedure, the treated 
area and the bowel cephalad to it are observed endo- 
scopically and radiologically. The resected tissue is rou- 
tinely submitted for histopathological studies for the early 
detection of superimposed malignancies. The finding of 
unsuspected epidermoid cancer in strictures in four of 
our patients makes histopathological examination of this 
lesion mandatory and reveals the shortcomings of such 





Fig. 2.—Anaplastic epidermoid cancer in resected specimen of rectal 
stricture. 


measures as dilation or simple colostomy. Bleeding from 
the rectum in the presence of an obstructing stricture 
calls for the elimination of the obstruction in order to 
establish the existence of a malignancy or other lesions 
cephalad to the stricture. 


25 E. 83rd St. (28) (Dr. Turell). 





9. Pund, E. R., and Lacy, G. R., Jr.: Lymphogranuloma Venereum 
(Inguinale), Precipitating Cause of Carcinoma: Statistical Analysis of 135 


.Cases of Carcinoma of Penis, Vulva and Anorectum, Am. Surgeon 17: 


711 (Aug.) 1951. 
10. Ginzburg, L., and Turell, R.: Unpublished data. 
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INFLAMMATORY BRONCHIAL OBSTRUCTION® 
WITH UNUSUAL CLINICAL MANIFESTATIONS 


REPORT OF A CASE 


Elam C. Toone Jr., M.D. 


and 
Porier P. Vinson, M.D., Richmond, Va. 


The lumen of the posterior or posterolateral division 
of the bronchus to the lower lobe of the lung is normally 
quite small. This fact, combined with the dependent loca- 
tion of this bronchus and the angle at which junction is 
made with the main division of the lower lobe bronchus, 
impairs drainage from this portion of the lung and pre- 
disposes to infection. Abscess not infrequently occurs in 
this locality, and intermittent partial bronchial obstruc- 
tion with varying degrees of infection is commonly en- 
countered. 

Recurring attacks of acute infection in the lower lobe 
of the lung almost always result from impaired drainage 
from this bronchus. Spontaneous drainage of the area of 
infection is followed by prompt recession of symptoms, 
but recurrence is frequent. Physical signs of localized 
pulmonary disease may be minimal or absent. If the lesion 
is located on the right side there may be roentgenographic 
evidence of pulmonary infiltration, but when the disease 
is located on the left side the heart shadow may obscure 
the area of infection. Complete and permanent resolu- 
tion of the area of infection usually follows bronchoscopy 
with dilation of the bronchial lumen and establishment of 
adequate drainage. 





Fig. 1.—Roentgenogram of chest of patient reported on, showing density 
in the right hilar area. 


The following patient with inflammatory obstruction 
of a posterior division of the bronchus to the lower lobe 
of the right lung is reported because of the unusual clin- 
ical course of the infection. 

The patient, a physician 51 years of age, was examined on 
Feb. 18, 1953. He had felt !anguid for a period of two years. 





From the Medical College of Virginia, Richmond, Va. 
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Having previously been energetic, he was concerned because of 
the fact that he had to “drive” himself to carry out his duties. 

He has smoked cigarettes excessively for at least 30 years, 
but apparently had experienced little or no irritation to the 
respiratory tract from this habit. Recovery had been unevent- 
ful after a case of pneumonia at 28 years of age. Influenza in 
1941 had been followed by encephalitis, and he was away from 
his work for a year but made complete recovery. 

Except for lassitude, referred to above, his health was good 
until the evening of Jan. 10, 1953, when he had a severe cough- 
ing spell while attending a meeting. The cough was of such a 
severity that a friend mentioned the “choking spell” at the end 
of the meeting. The cough was nonproductive. 





Fig. 2.—Roentgenogram of chest of patient after the density had 
resolved. 


Nine days later, while addressing a group of physicians, a 
dull aching pain suddenly developed in the patient's right shoul- 
der. While he ordinarily stood still while speaking, he moved 
around restlessly attempting to relieve his distress by change 
of position. The pain continued with increasing severity and 
was especially troublesome when the patient lay down, unless 
he lay on his right side. Large doses of aspirin and codeine 
gave only partial relief. A day or so later a diagnosis was made 
of subdeltoid bursitis, and irradiation was given without benefit. 
Later the pain extended down the right arm to the elbow and 
to the right side of the neck. 

Although the patient did not have any symptoms referable 
to the respiratory tract, a film made of the chest on Feb. 2, 
1953, revealed an area of density in the right hilar area (fig. 1). 
Carcinoma, either primary in a bronchus or metastatic from 
some unknown source, was suspected. 

The pain continued with increasing intensity until the even- 
ing of Feb. 9, when a bad taste developed in the patient’s mouth 
and he suddenly coughed up a tablespoonful of foul-tasting, 
purulent secretion. The evacuation of the pus was followed im- 
mediately by reduction in pain. 

Following this there was intermittent expectoration of puru- 
lent material and variation in his discomfort with the degree 
of drainage. There was much improvement in the sense of 
well-being following evacuation of the pus from the area of 
infection There had been no trace of blood in the material 
expectorated, and the patient had not been aware of elevation in 
temperature. The sputum remained purulent in character but 
lost the offensive taste and odor. 

The patient was overweight—223.5 Ib. (101.3 kg.)—and had 
an elevation of the blood pressure, 210/142 mm. Hg, but in 
other respects his general examination did not reveal abnormal 
findings. Bronchoscopic examination was made on Feb. 20 with 
the patient under intravenous anesthesia, and pus was found in 
the lower lobe of the right lung. An aspirating tube was intro- 
duced into the posterior bronchial division and this was followed 
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by free bleeding. The bronchial lumen -was then thoroughly 
dilated with forceps. There was no evidence of any other lesion 
on the right side. The left side was not examined. When the 
patient was seen again on April 9, 1953, he considered himself 
well and all sense of fatigue that antedated the acute infection 
had subsided. 

About the first part of September, 1953, an acute respiratory 
infection developed, and examination on Sept. 23 showed diffuse 
bilateral bronchitis. The area of density that had been revealed 
in the roentgenogram of Feb. 2 had resolved (fig. 2). The patient 
then stopped smoking and a month later reported that all pul- 
monary symptoms had disappeared. 


1200 E. Broad St. (19) (Dr. Vinson). 


MYOCARDIAL INFARCTION WITH ANEU- 
RYSM OF INTERVENTRICULAR 
SEPTUM AND PERFORATION 


Joseph J. Arons, M.D. 
and 


Paul O’Rourke, M.D., San Rafael, Calif. 


Myocardial infarction followed by perforation of the 
interventricular septum is a syndrome more commonly 
recognized now in view of the increasing number of 
reports of its occurrence appearing in the literature. 
However, it is uncommon to find portrayed in one case, 
the case reported below, the variations of pathology, 
anatomy, and physiology. It is for this purpose that the 
following report is made. It is noted below that diagnosis 
was made antemortem, immediately consequent to the 
acute onset of Bernheim’s syndrome; that the patient 
subsequently survived for more than two months; that 
he developed a complete auriculoventricular block within 
a matter of hours after the perforation; that during the 
course of his illness he showed in succession the electro- 
cardiogram pattern of an acute posterior myocardial 
infarction, five days later a two-to-one auriculoventric- 
ular block, two days later left ventricular hypertrophy 
pattern, and two months later a bigeminous rhythm; that 
the disease involved here was that of an aneurysm of the 
septum secondary to the original posterior infarction; 
that in this case the perforation was high in the septum, 
contrary to the usual apical location (fig. 1); that the 
usual vessel involved here was the right coronary artery 
rather than the anterior left descending; and, finally, that 
during the course of his illness the patient had an unrec- 
ognized acute duodenal ulcer that further complicated his 
clinical management. 


REPORT OF CASE 


A 68-year-old retired railroad dispatcher was admitted to the 
hospital Nov. 20, 1952, with the diagnosis of an acute posterior 
myocardial infarction. Five years previously he had discovered 
that he had diabetes and hypertension (blood pressure in August, 
1952, 180/90 mm. Hg) after an acute renal tract infection. Four 
years previously he had had his gallbladder removed. One year 
before entry he had been hospitalized for two and one-half 
months because of a right hemiplegia. The patient, six days 
before entry, noted the sudden onset of epigastric pain, “gaseous- 
ness” and belching after the eating of a pork sandwich. He 
continued to complain of pain in increasing severity and con- 
sulted a physician, not his regular physician, who gave him some 





Dr. John Manwaring supplied the postmortem examination and 
report, and Mr. Welby Hunt prepared the electrocardiogram tracings, 
pathological material, and roentgenograms. 
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‘‘pills” to relieve his “indigestion.” This relieved him temporariiy, 
but, after eating supper four hours later, his pain resumed and 
became steadily worse. It was localized in the lower part of the 
chest, radiating gradually to the left side, involving his jaw 
and shoulder. The pain was not accompanied by sensation of 
choking or smothering, and no true dyspnea developed. Eight 
hours after the onset of his pain he was seen by one of us 
(P. O’R.) who administered % grain (0.06 gm.) of morphine 
sulfate intravenously, relieving the pain immediately and pro- 
viding him a good night’s sleep. But the next morning (Nov. 19, 
1952) the pain recurred. By this time the pain was characterized 
as heavy, pressing, located in his midepigastrium, radiating into 
the left side of his chest. An electrocardiogram taken that after- 
noon suggested the diagnosis of acute posterior myocardial in- 
farction. The patient was treated symptomatically at home with- 
out any increase in comfort. Finally, because of constantly 
recurring pain and the difficulties consonant with treatment in 
the outlying farming community in which he lived, the patient 
was hospitalized three days after the onset of his present illness 
at ‘San Rafael General Hospital. His physician gave him anti- 
coagulant therapy, oxygen, morphine, salt restriction, and the 
usual symptomatic measures for relief of pain and dyspnea. 





l 2. 3. 


Fig. 1.—Aneurysm of the septum (left ventricular aspect) with septal 
perforation. 


At the time of admission the significant findings were that 
blood pressure was 145/90 mm. Hg, pulse 80 per minute, 
respiratory rate 20 per minute, and temperature normal. Heart 
size was normal to auscultation and percussion; there were no 
thrills or murmurs noted. Liver was normal size; its edge was 
not palpable. There were no findings of cardiac failure (fig. 2). 
There was only slight residual weakness, and a Babinski sign 
was elicited in the right extremity. The day after the patient's 
admission multiple ventricular beats developed, for which 
quinidine, 3 grains (0.19 gm.) four times a day, was prescribed. 
The attending physician became concerned about toxicity to 
quinidine, for the following day, the second day after admission, 
the patient’s pulse dropped to 48 per minute and the quinidine 
therapy was discontinued. With the onset of the bradycardia, 
“heavy” epigastric pain was noted, which radiated into the 
patient’s neck and jaw on both sides. It lasted for two hours 
and finally required the intravenous administration of 4 grain 
(0.015 gm.) of morphine sulfate for relief. The attending phys! 
cian thought the patient had had another myocardial infarction. 
This was the sixth day of the patient’s illness, and one of us 
(J. A.) saw the patient for the first time. He appeared, then, 
several hours after this sudden change of events, dyspneic, «shen 
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gray, anxious, and cyanotic. His blood pressure was 164/60 
mm. Hg and his pulse 56 per minute, and bounding, distended 
neck veins were noted in all positions. A loud apical systolic 
murmur, grade 4, loudest along the left border of the sternum 
at the fourth intercostal space was noted. The murmur, how- 
ever, was heard all over the chest and could be heard across 
the tricuspid area and down into the abdomen over the distended 
liver. The cardiac border, compared to his entry examination, 
had definitely become enlarged, so that the apex could be located 





Fig. 2.—Silhouette of heart taken on admission of the patient to the 
hospital. 


almost in the anterior axillary line in the fifth intercostal space. 
The liver edge, previously not palpable, was now down three 
to four fingerbreadths below the right costal margin, tender 
and pulsating. There were fine crepitant rales noted at the base 
of the left upper lobe and over the posterior thorax down in- 
cluding the entire left lower lobe (fig. 3). 

Because of the sudden onset of acute ventricular failure, 
shock, dyspnea, cyanosis, rapidly distending liver, and all the 
consequent findings noted above, our working diagnosis became 
that of a perforated interventricular septum superimposed on 
his recent myocardial infarction. The family was notified of the 
grave prognosis. The possibility that he had ruptured one of 
the chordae tendineae was entertained but, in the absence of 
diastolic murmur and thrill, this diagnosis was held in abeyance. 
The patient was immediately digitalized. The quinidine therapy 
was not renewed. Careful checks of daily urines and an oc- 
casional evaluation of the blood sugar did not show need for 
insulin treatment. He continued, from the evening of Nov. 23 
until his death on Feb. 7, 1953, 75 days later, to become in- 
creasingly dyspneic and to experience a more frequent and 
unremitting cough, anorexia, weakness, cyanosis increasingly 
unresponsive to therapy, progressive failure (fig. 4), and anasarca 
requiring repeated thoracenteses. All attempts to correct his 
salt imbalance met with failure. Each attempt in giving him 
symptomatic relief was temporarily successful, but each measure 
taken in its turn had to be replaced by more energetic measures. 
During his downward course the patient was noted to have 
increasing hoarseness, increasingly frequent angina, and dys- 
Pepsia. We did not suspect that he had an accompanying duo- 
dena! ulcer. At the time of death his liver had become enlarged 
to the level of his umbilicus. Following are noted the pertinent 
autopsy findings. 


MYOCARDIAL INFARCTION—ARONS AND O’ROURKE 1051 


The body was that of a well-developed, rather thin white man 
of about 65 years, showing edema of the lower extremities, and 
an old well-healed surgical scar in the right upper quadrant of 
the abdomen. There was no external evidence of trauma. The 
left part of the chest cavity contained about 700 cc. of clear 
serous fluid in which floated a few fibrous strands. The right 
part of the chest cavity contained about 150 cc. of clear serous 
fluid. There were a few fibrous adhesions in the region of the 
gallbladder, which had been surgically removed, but otherwise 
serous surfaces were smooth and glistening, save for the epi- 
cardium which showed hyperemia involving both epicardium 
and pericardium. The heart was perhaps slightly enlarged 
weighing an estimated 350 gm. The coronary arterial tree showed 
a profound degree of arteriosclerosis with pin-point narrowing 
of the lumen at many points and with two points of occlusive 
thrombosis, both located in the right coronary artery, one about 
2 cm. from the osteum and extending along 0.5 cm. of the length 
of the artery and the second about 1 cm. distal to this and 
extending along another 0.5 cm. of the length of the artery. 
The myocardium was extremely remarkable in that there was 
an old posterior septal infarction that was fibrotic, forming an 
aneurysm of the interventricular septum near the base posteriorly 
measuring 4 cm. in diameter. This aneurysm bulged outward 
about 2 cm. from the left ventricular aspect, and in the central 
portion there was a perforation measuring slightly over 1 cm. 
in greatest dimension and communicating with the right ven- 
tricular cavity. The surrounding myocardium showed both old 
fibrosis and acute yellowish necrosis indicative of a very recent 
extension of the old infarct. The endocardium was opaque and 
thickened in the area of aneurysm, but otherwise the endo- 
cardium was not remarkable, save that there was some extension 
of yellowish subendocardial necrosis on the posterior basilar 





Fig. 3.—Silhouette of heart 24 hours after septal perforation. 


right ventricular aspect adjacent to the area of infarction noted 
above. The right atrium showed multiple mural thrombi 
measuring as much as 1 cm. in diameter, but the auricular 
appendage and the entire left atrium appeared normal. The 
valves were not remarkable. The aorta showed a rather marked 
degree of sclerosis without aneurysm or thrombosis. The lungs 
were soft and fluffy anteriorly and of mottled pink and deep 
red color. However, in the dependent portions, particularly of 
the lower lobes, there was a nodular bronchopneumonia, most 
marked in the left lung where there were large patchy areas of 
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incipient abscess formation measuring as much as 2 cm. in 
diameter. The bronchial tree contained a small amount of 
purulent mucus. The pulmonary arterial tree appears normal 
insofar as studied. The gastrointestinal tract appeared normal 
externally throughout its length. The stomach contained about 
1,000 cc. of clear fluid in which coffee-ground-like material was 
floating. There was no ulceration of the gastric mucosa; how- 
ever, about 3 cm. distal to the pyloric valve there was an 
ulceration that appeared to be rather fresh without reaction or 
fibrosis surrounding it and measured 1.5 cm. in greatest dimen- 
sion. The lower intestinal tract showed normal contents at all 
points. 

Microscopically, sections of heart muscle showed varying 
pictures at various different points. Adjacent to the area of old 
infarction grossly noted, the heart showed fibrosis with ischemic 
necrosis of muscle tissue and with a mild leukocytic and round 
cell inflammatory infiltrate associated with the scarring present. 
This continued with marked fibrosis involving the so-called 
aneurysm of the interventricular septum noted grossly. No sign 
of any underlying disease process was noted. Sections from the 
auricular appendage showed a large amount of mural thrombus 
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Fig. 4.—Silhouette of heart one month before death of patient. 


material, including laminated erythrocytes with a few entrapped 
leukocytes. Other sections of heart muscle taken distant to the 
primary infarct and aneurysm, revealed normal structure and 
no sign of abnormality. The coronary artery showed a laminated 
thrombus with early adherence about the periphery located in 
an area of most marked coronary arteriosclerosis. 

The final diagnosis was as follows: (1) old septal myocardial 
infarction with aneurysm of interventricular septum and rupture 
into right ventricle; (2) coronary arteriosclerosis with acute 
coronary thrombosis; (3) hypostatic bronchopneumonia with 
incipient jung abscesses; (4) duodenal ulcer with mild recent 
bleeding; (5) surgical absence of gallbladder; (6) passive hyper- 
emia of internal viscera; (7) arteriolar nephrosclerosis, marked, 
with superimposed chronic pyelonephritis, moderate; and (8) 
bilateral pleural effusion with slight ascites and generalized 
edema. 

COMMENT 


The diagnosis here is readily apparent when one con- 
siders the picture presented by this man of 68 years. It 
is interesting to note that his electrocardiographic pattern 
mirrored the physiological and anatomic phenomenon 
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taking place inside his heart. On Nov. 24, the day of 
onset of the perforation, he suddenly went from a norma] 
sinus rhythm into that of a two-to-one block, with all the 
consequent evidences of right and left ventricular failure. 
Two days later, after digitalization, the block had 
shifted to a latent one with definite evidence of digitalis 
effect, with suggestion of left ventricular strain pattern, 
Because of the economic circumstances involved, we 
were not able to continue our serial electrocardiograms 
or do the number of biochemical determinations dictated 
by his course but were fortunate on the 60th day after 
the perforation to have another electrocardiograph trac- 
ing taken, which revealed a bigeminous rhythm. 

The usual measures of digitalization, oxygen therapy, 
low salt diet, abbreviated salt intake, and, finally, normal 
diet, mercurial diuretics, and xanthine diuretics, were all 
to no avail. Final development of a bleeding ulcer 
(uremia?) was very well concealed from us because of 
his long-standing anorexia, and our ascribing his symp- 
toms to the signs and symptoms of increasing congestive 
failure. It was through the original posterior infarction 
that the perforation took place. It is interesting to spec- 
ulate as to whether or not this area had previously been 
infarcted, that is, previous to the illness for which he was 
hospitalized and that is recorded here. While the question 
of a rupture of one of the chordae tendineae was retained, 
it was dismissed each time it arose when the sudden right 
ventricular failure was remembered. The presence of the 
septal aneurysm did not announce itself by sign or 
symptom. 

SUMMARY 

In the case of perforation of the interventricular 
septum following posterior myocardial infarction, the 
diagnosis was made ante mortem and confirmed at 
autopsy. The clinical course of the patient shows the 
close correlation between the pathology inherent in the 
syndrome and its physiological results (the inexorable 
failure of a heart unable to respond to any of the usual 
measures Of resuscitation). It portrays the progressive 
steps of failure once the septum had perforated, the im- 
mediate left-to-right shunt, the consequent strain on both 
the left and right ventricular muscles, and finally, com- 
plete myocardial failure. It demonstrates the interruption 
in the normal conduction mechanism with the develop- 
ment of the two-to-one auriculoventricular block and the 
latent auriculoventricular block, and it portrays the clas- 
sical signs and symptoms on which the diagnosis of per- 
forated septum can be made. 


711 D St. (Dr. Arons). 





The Cost of Industrial Accidents.—Every 35 minutes a worker 
dies in the United States and 120 are injured from on-the-job 
accidents. The National Safety Council reports that 15,000 per- 
sons were killed in occupational accidents in 1952 and approxi 
mately 2,000,000 were injured. The cost of these accidents was 
roughly $900,000,000 in wage losses, $200,000,000 in medical 
expense and $250,000,000 overhead cost of handling the insur- 
ance. The indirect cost, that is, damage to equipment and ma- 
terials, production delays and time lost by other workers who 
stop working or slow down at time of accident, was approx 
mately $1,300,000,000. The estimated total economic loss, there- 
fore, from occupational accidents in 1952 was $2,650,000,000. 
—K. Davis, M.D., Relation of the Private Physician to Indus- 
try, Journal of the Oklahoma State Medical Association, Octo- 
ber, 1953. 
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LEUKOPLAKIA OF THE RENAL PELVIS 
Ralph R. Landes, M.D., Danville, Va. 


and 


James T. Hamlin III, Charlottesville, Va. 


Leukoplakia of the renal pelvis is a rather rare clinical 
entity; less than 100 cases have been described in the 
literature to date. Only twice prior to the present case 
has the diagnosis been made preoperatively. In not a few 
of the hundred cases, however, the criteria for a pre- 
operative diagnosis were present in the history and ob- 
servations but were overlooked until the pathological 
diagnosis had been made. The presumptive diagnosis 
of leukoplakia of the renal pelvis can be made when a 
patient has renal colic and gives a history of passing 
flakes of skin-like material in the urine. 

The causes of leukoplakia of the renal pelvis are 
unknown. However, chronic inflammation, chronic irri- 
tation, chemical stimuli, vitamin A deficiency, syphilis, 
and congenital cell rests have been advanced as possible 
causes. This lesion is of histological interest because it 
is an ectodermal structure existing in tissues that are 
embryologically mesodermal and endodermal in origin. 
The lesion is of clinical importance because it is a pre- 
cursor of squamous cell carcinoma of the renal pelvis 


REPORT OF A CASE 
A 37-year-old white man was first seen on Dec. 27, 1949, 
complaining of three attacks of colic of the left kidney in the 
past four months. During this period he had noticed “pieces 





Fig. 1.—Retrograde pyelogram showing mottled radiolucent filling 
defects of pelvis and calices. 


of stuff that looked like skin” in his voided urine. He also 
noticed that the quantity of this material increased in his urine 
immediately after spontaneous relief from these attacks of renal 
colic. Physical examination at this time showed no abnormali- 
lies. Examination of the urine showed s moderate pyuria, but 
Gram’s stain of the urine sediment showed no bacteria. Cul- 





From the Memorial Hospital (Dr. Landes); extern, the Memorial Hos- 
p.tal and senior medical student, University of Virginia (Mr. Hamlin). 


LEUKOPLAKIA—LANDES AND HAMLIN 1053 


tures of the urine later proved to be sterile. Cystoscopy showed 
only an edematous left ureteral orifice, and retrograde pyelo- 
grams showed no abnormalities. On the basis of the patient’s 
history, a tentative diagnosis of leukoplakia of the left renal 
pelvis was made. In view of the normal pyelograms and of the 
relatively short duration of the illness, it was felt advisable to 
treat the patient conservatively. The patient was seen at inter- 
vals during the next year. He had no further attacks of colic, 
but he had pus in his urine on a number of occasions. 





Fig. 2.—Specimen showing keratin casts of pelvis and calices. 


On June 14, 1951, 18 months after he was first seen, he had 
a severe attack of colic of the left kidney. On cystoscopy, flaky 
skin-like debris was seen projecting from the left ureteral orifice. 
Manipulation and the passage of an ureteral catheter resulted 
in the passage of a large amount of this material. This passage 
resulted in symptomatic relief. Retrograde pyelography showed 
some dilatation of the ureter and calices, but there was no sub- 
stantial change from the previous pyelograms. The material 
was submitted to the pathologist, Dr. John W. Hooker, who 
found grayish-white flakes of tissue that, on microscopic exami- 
nation, showed keratin, squamous epithelial cells, and occasional 
polymorphonuclear leukocytes. There was no evidence of tuber- 
culosis or tumor cells in the tissue. 

During the next year, the patient had two minor episodes of 
renal colic relieved by the passage of debris. Repeated pyelo- 
grams showed no change from the previous studies. On July 
24, 1952, the patient had a very severe attack of colic of the 
left kidney. On this occasion, there was a dramatic change in 
the pyelogram (fig. 1). The pelvis and calices contained mottled 
radiolucent filling defects that were in sharp contrast to films 
obtained previously, which showed relatively normal outlines. 

A left nephrectomy was performed on Aug. 4, 1952. The 
surgeon (R. R. L.) found on exposing the pedicle that the renal 
artery was so short that two clamps occupied the entire length 
of the vessel between the aorta and the hilus. The pedicle was 
cut between the second clamp and the kidney. Inspection of 
the vascular stump showed it to be so broad and short that 
there seemed to be no space for secure ligation. For this reason, 
the clamps were left in place and the wound was closed around 
the clamps. The clamps were loosened in 72 hours and were 
removed in four days without incident. The patient was dis- 
charged on the 12th postoperative day, when the wound was 
well healed. 


The pathological study of the specimen showed a 
normally shaped kidney. The cut surface showed a nor- 
mal renal architecture. The gross pathological changes 
were confined to the calices and renal pelvis (fig. 2). 
The calices and pelvis were covered by thick, pale gray 
to white, flaky, keratin-like material. This material was 
friable. The mucosal changes stopped abruptly at the 
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ureteropelvic junction. The ureteral lumen, however, 
contained smaller-sized fragments of the flaky keratin- 
like material. Sections through the grossly thickened 
mucosa of the calices and pelvis showed a transition from 
normal-appearing transitional epithelium to squamous 
epithelium. The squamous epithelium was surmounted 
by large quantities of keratin. There was minimal infiltra- 
tion of the submucosal tissues with scattered chronic 
inflammatory cells. There were also small focal areas of 
fresh hemorrhage beneath the mucosa and throughout 
the renal parenchyma. The renal parenchyma itself 
showed no unusual histological change. There was no 
evidence of malignant transformation in the levels sec- 
tioned. The diagnosis was leukoplakia of the renal pelvic 
and caliceal mucosa. 
SUMMARY 

The case of leukoplakia of the renal pelvis presented 
is the third reported instance in which the diagnosis was 
made preoperatively. The criterion for clinical diagnosis 
is the presence of renal colic associated with the passage 
of flakes of skin-like material in the voided urine. Leuko- 
plakia of the renal pelvis is a progressive lesion, and the 
treatment is nephrectomy in patients in whom the oppo- 
site kidney is normal. 


745 Main St. (Dr. Landes). 


EXTRAMAMMARY PAGET’S DISEASE 
OF THE SKIN 


Paul W. Greeley, M.D. 
and 


John W. Curtin, M.D., Chicago 


In 1874 Sir James Paget * described a condition, now 
commonly known as Paget’s disease of the nipple, whose 
origin and exact nature have been subjects of contro- 
versy. It has been described as a chronic, granular, ecze- 
matoid, ulcerative lesion that might be precancerous or 
even cancerous. Many earlier diagnoses, made on clinical 
observations alone, are questionable because of the lack of 
histological proof. The disease has been observed in areas 
other than the nipple. An exhaustive study of all reported 
cases of extramammary Paget’s disease was made in 
1937 by Weiner,” who collected a total of 57 cases in the 
literature. Of these, only 15 were reported with sufficient 
accuracy to warrant such a diagnosis, although 10 more 
could possibly have been Paget’s disease. Four of the 





From the Department of Surgery, Division of Plastic Surgery, Univer- 
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Vol 
authentic cases occurred in the skin of the male genitalia. 
eight in the skin of the female genitalia, and three in the vul 
axillary skin. Subsequently the following additional cases Ep: 
have been reported. Warren * in 1942 described a lesion the 
of the penis of four years’ duration in a 66-year-old man, 195 


Diagnosis of extramammary Paget’s disease was con- 
firmed microscopically. Traub * in 1943 reported a case 
of Paget’s disease of the vulva in a 66-year-old woman, 
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Fig. 1.—Ulcerating lesion of extramammary Paget’s disease occurring 
at base of scrotum. 
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Fig. 2.—Photomicrograph of a section of tissue from extramammary ision, ; 
Paget’s lesion, showing typical Paget’s cells. , 1953 
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of the scrotum. Milroy * described an itching lesion of 
the vulva in 1946; biopsy material from the lesion was 


described as an intraepithelial epithelioma, which might af 
well be an extramammary Paget’s lesion. Di Prisco and hee, Hj 
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yylva in a 32-year-old white woman in 1948. Green and 
Epstein ® in 1950 recorded an authentic case involving 
the perianal region in a 65-year-old man. Nelson *° in 
1950 described a case that involved the perianal tissues 
of a 63-year-old woman. Ahumada "! reported a Paget’s 
sion occurring in the labia majora of a 77-year-old 
woman. Huber and others ** in 1951 reported three gases 
involving the vulva. Sonck ** described a case in 1951 
of a simultaneous Paget’s disease of the vulva and car- 
cinoma of the ovary. There was apparently no connection 
between these two concurrent lesions. 

Without reiterating Weiner’s* detailed discussion of 
the disease, one may make certain striking observations 
fom these data. Sites of extramammary Paget’s disease 
have been noted without exception as the axilla, vulva, 
and penile-scrotal-anal area. At these locations are found 


apocrine sweat glands. It must be remembered that the _ 


mammary gland is likewise a modified sweat gland. The 
ypical Paget’s cell is large and foamy and appears to be 
wrrounded by a fluid bath. These cells first appear in the 
dermal layers of the skin, which is also the site of the 
apocrine sweat glands; they later spread toward the epi- 
thelium and often appear between the flattened squamous 
lls of this layer. The disease might thus be considered 
atype of primary carcinoma of the apocrine sweat glands 
that metastasizes into the skin. Clinically, the lesion ap- 
pears to be a chronic granular eczema that is refractory 
0 all types of local dermatological therapy. The surface 
is usually moist and oozing. In the later stages, one or 
nore indurated masses may be palpated in the affected 
area. Ulceration of these indurated areas occurs later. 
Most reported cases have occurred in patients over 60 
years of age. While metastases are rare, local recurrence 
has been reported frequently. To the few cases previously 
described in the literature we wish to add the following 
tistologically proved case of extramammary Paget’s dis- 
ease, 
























REPORT OF A CASE 


A 75-year-old white man had an itchy, weepy, eczematous- 
appearing lesion on the left side of the base of the scrotum that 
bad been present for about four years. He had been treated by 
wveral dermatologists with various ointments and roentgen 
therapy, none of which caused improvement. One dermatologist 
had suggested surgical excision, but, since he could give no good 
rason for doing so, this was not done. A biopsy '* of an indurated 
wea done in June, 1953, showed the lesion to be a typical extra- 
mammary Paget’s lesion. The patient was then referred for 
wugical treatment. When first seen by us on June 22, 1953, he 
hd a lesion near the base of the left side of the scrotum that 
vas reddened, scaly, and moist-on its surface and was 2 in. (5.1 
m.) in diameter (fig. 1). Along the medial border was an area 
{induration that was %4 in. (1.9 cm.) wide by 1 in. (2.5 cm.) 
tick. There was no tenderness. No femoral or inguinal lymph 
des could be palpated on either side. Except for the local 
sion, all physical and laboratory findings were normal. On July 
1953, wide resection of the involved area was carried out. 
About 50% of the entire scrotum was removed. Closure of the 
kfect was made by reconstruction from the remaining scrotal 
Ksues. Because no glands could be palpated, resection of the 
“moral or inguinal lymph nodes was not done. The postopera- 
We convalescence was uneventful; since then, the wound scar 
tid scrotum have appeared normal and no inguinal or femoral 
“tnopathy has been found. 

The excised scrotal skin tissue showed a region measuring 
Mout 3. cm, by 2.5 cm. that was hyperemic and had a scaly sur- 
“e. Histological examination of this tissue (fig. 2) showed that 
& skin edge was a narrow layer of squamous epithelium but 
at in the granular portions the epithelial cells were atypical and 
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large and were not distributed in a narrow regular layer. Small 
masses of these cells extended into the underlying stroma. The 
stroma here had a marked exudative inflammation with infiltra- 
tion of lymphocytes, plasma cells, and leukocytes. Among these 
anaplastic epithelial cells were some in mitosis. At the surface 
edge was a thick layer of hornified epidermis. The deeper por- 
tions of the corium were also thickened by fibrillar fibrous tissue, 
and these were continuous with subcutaneous fat, with a few 
sweat glands. In the portions with the granular surface the 
epithelial surface was broken, and at the edge were granular 
precipitates, leukocytic exudates, and extruded red blood cells. 
The changes in the epithelial tissues simulated closely those of a 
Paget’s lesion of the nipple. The anaplastic cells extended into 
portions of the squamous epithelium, apparently replacing and 
destroying them. 
SUMMARY 

Paget’s disease might well be called Paget’s dermatosis, 
of which involvement of the nipple is the most frequent 
example. Extramammary Paget’s disease has been re- 
ported to have involved the areas where apocrine sweat 
glands are located. Of the 27 histologically proved cases 
of extramammary Paget’s disease that have previously 
been reported, 6 involved the male genitalia, 16 involved 
the female genitalia, 3 involved the skin of the axilla, and 
2 involved the perianal skin. The case reported here is the 
28th proved instance reported of extramammary Paget’s 
disease and the 7th involving the male genitalia. 
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Paget’s Disease 


EVALUATION OF METHODS FOR DETER- 
MINING BASAL METABOLIC RATE IN 
OFFICE PRACTICE 


Murray Chinsky, M.D., St. Louis 


The most commonly used procedures for determining 
basal metabolic rate are (1) indirect calorimetry or oxy- 
gen consumption, (2) serum cholesterol level, (3) radio- 
active iodine uptake, and (4) blood protein-bound iodine 
level. To this may be added the use of the McWhirter- 
Freibrun metabolic calculator. The latter is a device that 
utilizes easily available information such as body weight, 
blood pressure, and pulse rate, from which basal meta- 
bolic rate is determined by a standard formula. 

Of these various techniques only oxygen consumption, 
serum cholesterol determination, and the use of the meta- 
bolic calculator are suitable to an office practice. The 
purpose of the present report is to evaluate the relative 
accuracy of these three methods by comparing them with 
the radioactive iodine uptake. The latter is generally con- 
sidered more accurate than the other three techniques 
but is not applicable to an office practice. 


MATERIAL AND METHOD 


This series of 101 cases consists of 62 females and 30 
males, most of whom were patients on the wards and 
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private services of the Jewish Hospital. A few patients 
were selected from the outpatient clinic, and a small 
number were volunteers from the house staff. 

Indirect calorimetry was carried out in each of the 101 
cases by standard method utilizing the Sanborn Metab- 
olator. In the case of hospital patients it was done at the 
bedside, and in all instances the subjects were in a fasting 
state with at least one-half hour of rest in a quiet room 
before the procedure was begun. Serum cholesterol de- 
terminations were performed according to the method 
of Zlatkis, Zak, and Boyle. The radioactive iodine up- 
take was determined, and the patient was given a test 
dose of approximately 20 » about 24 hours before read- 
ings were made; the readings were obtained by direct 
scanning over the thyroid region with a scintillation 
counter. 

As to the McWhirter-Freibrun metabolic calculator,” 
this method of prediction of the basal metabolic rate is 
based on the concept that there is a true relationship be- 
tween total heat production and basal metabolic rate. A 
formula has been developed in which K and K, are con- 
stants, PR pulse rate, PP pulse pressure, and BMR basal 
metabolic rate. 


BMR = [ K X PR X PP X K: X 100 


Normal BMR standard for age and sex 


| % -100% 
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active iodine uptake. In general, the poorest rates of coy. 
relation were obtained between indirect calorimetry and 
the other three methods. 

A further breakdown of correlation taking into ac. 
count disease states is shown in the table. In the smajj 
series of normal persons, best agreement was again 
obtained between the metabolic calculator and radio. 
active iodine uptake methods and the second bes 
agreement between the serum cholesterol value and 
radioactive iodine uptake. These were the only two com. 
parisons in which agreement was better than 50%. The 
comparison of the metabolic calculator and radioactive 
iodine uptake also gave the best correlation in patients 
with psychoneurotic symptoms and, along with serum 
cholesterol, in patients with obesity. In general, poor 
rates of correlation were obtained by all three methods 
suitable to office practice in patients with heart disease, 
the best correlation being obtained between the meta- 
bolic calculator and serum cholesterol level methods. 
The best agreement in diabetic patients was obtained 
between the serum cholesterol value and radioactive 
iodine uptake methods, but only slightly lower correla- 
tion values were found between the metabolic calculator 
and serum cholesterol or indirect calorimetry methods. 


Comparison of Methods for Determining Basal Metabolism in Normal Persons and in Persons with Various Diseases 





Metabolic 
Calculator vs. 


Radioactive 

Iodine Uptake, 

Type % Agreement 
EE I bereicdciawadccndewaecncdeobecss 75 
Psychoneurosis (11 patients)..............seeeeee 73 
pe 2. ee 30 
Diabetes mellitus (8 patients)................++65 63 
Ee Se I oe canncverisercddedstwsssseonce 71 
Hyperthyroidism (10 patients).............00.0e: 40 
Nontoxie thyroid adenoma (11 patients)........ 91 


Caleulator vs. 


Indirect 
Calorimetry vs, 
Radioactive 


Indirect 
Cholesterol vs. Calorimetry ys. 
Radioactive Metabolic 


Metabolic 
Indirect 


Serum Calorimetry vs. 


Cholesterol, Iodine Uptake, Caleulator, Cholesterol, Iodine Uptake, 
% Agreement % Agreement % Agreement % Agreement % Agreement 

38 65 50 50 50 

64 55 36 64 36 

60 35 50 50 35 

75 88 75 50 38 

71 71 43 29 57 

60 60 40 40 50 

45 45 45 36 45 





The calculator consists of a series of three superimposed 
plastic disks, two of which rotate. By turning the latter 
so that pulse rate and pulse pressure are in proper align- 
ment with other factors, the basal metabolic rate is ob- 
tained. Determination of pulse rate and pulse pressure 
were carried out under the same conditions as those used 
for the basal metabolic rate by indirect calorimetry. 


RESULTS 

The metabolic calculator and radioactive iodine uptake 
methods had a percentage agreement of 61%; the meta- 
bolic calculator and serum cholesterol method, 52% ; the 
cholesterol and radioactive iodine uptake method, 51%; 
the indirect calorimetry and metabolic calculator, 46% ; 
the indirect calorimetry and serum cholesterol, 43%; 
and the indirect calorimetry versus radioactive iodine up- 
take, 42%. It was found that the best agreement was 
obtained between the radioactive iodine uptake and 
metabolic calculator methods. The serum cholesterol 
value showed approximately the same frequency of 
agreement with metabolic calculator value as with radio- 
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In general, correlation values in hyperthyroidism were 
poorer than in other disease categories; correlations were 
best between the metabolic calculator and serum cho- 
lesterol, and between cholesterol and radioactive iodine 
uptake. In cases of nontoxic thyroid adenoma, correla- 
tion was strikingly good between the metabolic calculator 
and radioactive iodine uptake (91%). 


COMMENT 

Any technique for determining basal metabolic rate 
suitable for office practice should be considered only as 
a screening method, and the results noted above should 
be evaluated with this in mind. Any of the methods used 
in this report with the exception of the radioactive iodine 
uptake constitute only a gross estimate and must be 
evaluated along with history, physical findings, and other 
laboratory data. Factors such as nervous influences, 
psychic factors, fever, and respiratory and circulator) 
disorders are known to be a source of error in the detet- 
mination of basal metabolic rate by oxygen consumption 
and undoubtedly are also a source of error in the applic: 
ability of the metabolic calculator, since such conditions 
may also greatly alter pulse rate and pulse pressure. 

In regard to the metabolic calculator, formulas for 
calculating basal metabolic rates without either caloril- 
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etry or determinations of oxygen consumption have been 
reported by Read and Barnett * and by Gale and Gale.‘ 
They have been criticized by DuBois * on the basis that 
any formula using differences between systolic and dias- 
tolic pressure has a high probable error. Furthermore, 
since such calculations do not constitute direct measure- 
ments of basal metabolism, they should probably be 
called the “metabolic index” rather than basal metabolic 
rate. 

It appears from the data presented in this report that, 
in general, the metabolic calculator will yield information 
of at least the level of accuracy of either the serum cho- 
lesterol value or the technique of indirect calorimetry. 
At best, these three techniques probably have an accu- 
racy of about + 10%. It should be pointed out that these 
methods have yielded a correlation of only about 40 to 
60% in known cases of hyperthyroidism when compared 
with the radioactive iodine uptake, with the best corre- 
lation between the latter and the serum cholesterol level. 
However, the series of hyperthyroid cases is small, and 
itis possible that a study of a larger group of such patients 
would give a greater percentage agreement. 

The metabolic calculator, therefore, appears to have 
as much value as a screening technique in office practice 
as Oxygen consumption or serum cholesterol level. Any 
deviation from the normal or expected result for ‘““meta- 
bolic index,” or an abnormal report with the other two 
procedures, would indicate the necessity for further in- 
vestigation of the patient either by the radioactive iodine 
uptake technique or by the determination of the level of 
protein-bound iodine by laboratories equipped to carry 
out these procedures. 

216 S. Kingshighway. 
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PREOPERATIVE INTUBATION UNDER 
LOCAL ANESTHESIA IN CERVICAL 
DISK OPERATIONS 


Capt. Richard William Garrity 

and 

Commander Frank A. Cerzosimo, (MC), U.S. N. 
San Diego, Calif. 


Cervical laminectomies have long been considered to 
be hazardous because of operative trauma; there is also 
danger of air embolism when they are done with the pa- 
tient in an upright position. In 1952, Fender ' pointed 
out the hazards of intubation prior to cervical laminec- 
tomies and quoted several cases of quadriplegia believed 
to be caused by manipulation during this procedure. 

Numerous bronchoscopists have demonstrated the 
tase with which intubation can be done under local anes- 
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thesia, and it was originally our opinion that such a pro- 
cedure would insure the safe conduct of a cervical disk 
patient through this dangerous stage of the operation. 
For the past 18 months it has been the policy in this 
hospital to intubate all cervical disk patients under local 
anesthesia and to examine these patients neurologically 
prior to the definitive operative procedure. If the patient 
indicates any unusual segmental pain or dysesthesias 
during intubation the manipulation can be modified ac- 
cordingly. 

During this period, eight patients have come to surgery 
as a result of intractable pain and failure of conservative 
methods, and in each an intubation has been done with 
the patient under local anesthesia. He is put in the sitting 
position with the Craig headrest and is then checked for 
anoxia and any untoward or new neurological phenom- 
ena. Six of these patients had protruding fragments 
treated by removal through small extradural hemilami- 
nectomy approaches, and two had long-standing “bars” 
treated with bony decompression and section of the lig- 
amentum denticulatum. 

In only one patient was there any complication other 
than temporary urinary tract functional disruption. This 
patient, who had a lesion diagnosed as a cord tumor in 
another hospital, had a moderate degree of spasticity in 
the lower limbs on admission and retained this condition 
after operation. This particular patient has been working 
for one and one-quarter years driving a truck and is quite 
comfortable; he has been relieved of his arm pain. 


ANESTHESIA PROCEDURE 

The patient is initially advised of the plans and pro- 
cedure and through previously arranged signs indicates 
any unusual neurological manifestations. He is made 
thoroughly familiar with the fact that once the tube is in 
place, he will be unable to use his voice but will be able 
to breathe without difficulty. All vital signs and sensitivity 
history are observed and recorded. With the patient in 
the recumbent position, a medicine dropper is used to 
instill 10% cocaine hydrochloride solution down each 
nostril in 0.5 cc. amounts, which the patient gargles and 
then expectorates. A total of 3 cc. is used. This is gen- 
erally repeated within one minute. The procedure allows 
the patient to breathe nasally without difficulty and is 
also designed to prevent any adverse nasopharyngeal 
reflexes, which may seriously affect his well-being during 
the intubation procedure. 

Thereafter the gums, tongue, palate, and oropharynx 
are anesthetized with 10% cocaine hydrochloride solu- 
tion in amounts of 0.5 cc. until a total of 3 cc. has been 
used. At the end of each instillation the patient gargles 
the solution, allowing it to become more disseminated. 

Within five minutes the tracheal size is estimated and 
a Guedel or MacIntosh blade is inserted. When the vocal 
cords are visualized, a fine spray of cocaine in the same 
strength is directed toward them and the patient is in- 
structed to breathe deeply to assure adequate anesthesia 
of the larynx and trachea. Five minutes later the trachea 
is intubated. A cuffed Sanders tube in conjunction with 
a stylet has been used with most success. In our experi- 
ence transtracheal instillation of cocaine onto the hypo- 
larynx has resulted in too much coughing, so we have 
not used Bonica’s * technique. 
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When the patient exhibits signs of remaining irritability 
of the trachea after intubation, 1 cc. of 10% cocaine is 
dropped down the tube. The intubation procedure is then 
followed by a brisk neurological examination with respect 
to long tract function, and the patient is then placed in 
the upright sitting position and is fastened into the Craig 
head rest with its accompanying shoulder supports. 

The local anesthesia then allows one to check for un- 
comfortable position, pressure points, and hypoxia. The 
neurological condition is again assayed and when all is 
in order general anthesia is started, usually with thio- 
pental (Pentothal) and nitrous oxide-oxygen mixtures. 
The operation then proceeds in the usual manner. 


SUMMARY 

Local anesthesia before and during induction of the 
endotracheal tube and the upright positioning of the pa- 
tient, in conjunction with surgical respect for the cervical 
cord and any of the large arterial radicals common in the 
lower cervical region and neurological evaluation after 
intubation and positioning, will carry the ordinary cer- 
vical disk patient through operation without undue 
hazard. 


ALFALFA SEED DERMATITIS 
William H. Kaufman, M.D., Roanoke, Va. 


Dermatitis due to the ingestion of alfalfa seed has 
apparently never been recorded. The following cases are 
therefore of particular interest. 


Case 1.—A 61-year-old white woman with hypertrophic 
arthritis had a rapid onset of a pruritic eruption beginning on 
the dorsa of the hands three weeks prior to examination. The 
eruption eventually spread to the arms, eyelids, and face. The 
history was devoid of information that would suggest a cause. 
In answer to repeated questions, the patient stated she had not 
been taking any drugs or medicaments. Examination disclosed 
a diffuse, confluent edema and erythema involving the face, 
eyelids, ears, hands, forearms, and distal humeral regions. There 
were moderate varicosities in the lower part of the legs, but 
no evidence of stasis dermatitis. The mucous membranes were 
normal. 

The patient improved rapidly with the administration of a 
modified Shamberg lotion (containing 4 gm. each of resorcin, 
boric acid, and glycerin, 30 gm. of zinc oxide, and 60 cc. of 
hamamelis [witch hazel] in distilled water to make 180 cc.) 
calcium gluconate intravenously, and bromisovalum (Bromural) 
orally. The eruption had almost disappeared four days after 
examination, at which time the patient had an explosive exacer- 
bation involving the hands and wrists. The eruption subsided 
over a period of 17 days. She then had another violent recur- 
rence. At this time she volunteered that on the occasion of the 
first interview, she had concealed the fact she was taking alfalfa 
seed tea, because she was “ashamed to admit it.” The examiner’s 
questions caused her to suspect the alfalfa seed tea to be the 
cause of her symptoms. She had been drinking an infusion made 
by boiling 2 tablespoons of alfalfa seed in 1 pt. (473 ml.) of 
water. She drank one cup four to six times daily for two months 
prior to the onset of her symptoms. After the first episode, she 
discontinued the regular use of the tea. Each subsequent exacer- 
bation followed ingestion of one cup of the infusion, which she 
was drinking for the purpose of relieving painful joints. 

The eruption again cleared in two weeks with symptomatic 
therapy. The patient was told to take no more alfalfa seed and 
to return in one month for testing by reexposure to the infu- 
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sion. Forty days after the eruption disappeared she experienceg 
an acute exacerbation on the face, arms, and hands. She was 
examined 10 hours after drinking a cup of the alfalfa seed tea, 
The patient stated that she had deliberately drunk the tea to by 


“make sure it was causing the trouble.” The eruption disap- ing 
peared in two weeks with symptomatic therapy. The patient dia 
has taken no more alfalfa seed tea and has had no further an 
trouble in 10 months. She refused further testing by reexposure. apy 

Case 2.—A 68-year-old white woman with hypertrophic Sa 


arthritis had been drinking for two months 4 cups daily of an 
infusion prepared by boiling 4 tablespoons of alfalfa seed jn 
1 pt. of water. One week before examination, she noticed the , 
appearance of a large, pruritic patch on the lateral aspect of 
the right thigh. Eventually, similar patches appeared on both 


thighs. She suspected the alfalfa tea as a causal agent and ¥ 
stopped using it. This fact was divulged with the greatest a 
reluctance. The history was otherwise not contributory. Exami- 4D. 
nation showed large, multiple, discrete, edematous, erythema- FR: 
tous patches measuring 4 cm. in diameter on the lateral aspects TH 


of both thighs. 
After initiation of therapy with the modified Shamberg lotion Phi 
applied topically and chlorprophenpyridamine (Chlor-Trimeton) 
maleate given orally, new lesions appeared over the succeeding v 
three days. The eruption then slowly cleared over a period of 


three weeks. Residual dusky, erythematous hyperpigmentation trad 
disappeared in another month. The patient could not be per- [pr 
suaded to undergo reexposure tests. and 
COMMENT ia 

A search of the literature failed to disclose a report * 
of the use of alfalfa seed for the treatment of arthritis or wth 
a report of an untoward reaction, cutaneous or otherwise, aus 
as a result of ingestion of alfalfa seed. Many persons in Vl 
southwestern Virginia have been taking whole alfalfa ™ 
seed in capsule form or as an infusion made by boiling Hy). 
the seed for the treatment of arthritis and related dis- BiB joctj 
orders. Recently, four additional cases of patchy, pruritic, adva 
erythematous, edematous eruptions have come to my sittin 
attention. Investigation has led to the belief that these prob 
eruptions were caused by ingestion of alfalfa seed in one TI 


form or another. It is believed that the practice of using Hi yx 
alfalfa seed has become widespread throughout the BiB y. 
United States. back. 

A communication from the Council on Pharmacy and of th 
Chemistry of the American Medical Association ' stated Ji butto 
that the council had received numerous inquiries con- HMB used 
cerning the possible therapeutic value of alfalfa prep- HiBpecia 
arations in arthritis and diabetes, but that their files of thi 
contained no record of any evidence that would lend @iVaria 
support to the view that alfalfa in any form possessed Bij meth 
therapeutic value in the treatment of these conditions. Bi preve 
The Council also stated that it had no knowledge of any Hii cage 
experiments that may have been conducted for the pur- Bisecur: 
pose of ascertaining whether alfalfa seed taken over HiMof the 
prolonged periods of time is capable of producing harm- ig r: 













ful effects. Th 

Patients are apparently reluctant to admit taking al- Hag*apu 
falfa seed, and a sharply focused history is necessary t0 pleuri 
disclose this fact. In the case of any nondescript eruption, Hie ct 
particularly in a patient with arthritis or diabetes, the Jijnonia 
possibility of alfalfa seed as a causal factor should be Hifcmfo 
considered. It is believed that some obscure cases of Hind a 
“neurodermatitis” may be explained on this basis, partic- In par 


ularly in elderly patients who may be taking the seed fof Bihan, 
relief of various painful joint symptoms diagnosed 4s so 
arthritis. Medical 





need 
- Was 
I tea, 
ca to 
lisap- 
atient 
irther 
sure, 
ophic 
of an 
ed in 
d the 
ct of 
both 
- and 
catest 
Xami- 
vema- 
spects 


lotion 
1eton) 
eding 
od of 
tation 
> per- 


eport 
tis Or 
wise, 
ns in 
Ifalfa 
diling 
| dis- 
Iritic, 
> my 
these 
n one 
using 
t the 


y and 
tated 
con- 
prep- 
- files 
lend 
essed 
tions. 
f any 
 pul- 
over 
larm- 


ig al- 
iry to 
tion, 
;. the 
Id be 
es of 
artic- 
»d for 
ed as 


Vol. 155, No. 12 


SUMMARY 


Two cases of dermatitis were in all probability caused 
py ingestion of alfalfa seed infusion. The practice of tak- 
ing allalfa seed for the purpose of relieving arthritis, 
diabetes, and related disorders is apparently widespread, 
and there is a strong likelihood that further cases will 
appear. A careful history must be taken to disclose the 
causal agent, since patients apparently do not like to ac- 
knowledge that they have been taking alfalfa seed. 


920 S. Jefferson St. 


4 SIMPLE THORACIC SUPPORT 


ADJUSTABLE VEST COMPRESSION SUPPORT FOR 
FRACTURED RIBS AND SOME OTHER 
THORACIC CONDITIONS 


Philip Lewin, M.D., Chicago 


With a full realization of the benefits derived from 
traditional methods of treatment of fractures of the ribs, 
[present a simple method that has most of the advantages 
and none of the disadvantages of other measures. Over 
aperiod of 25 years, I have used an ordinary vest with 
much success. It is especially indicated for women and 
hairy-chested men. The vest is of value for conditions in 
which deep breathing, laughing, coughing, or sneezing 
causes pain in the thorax. 

My experience has been chiefly with cases of frac- 
tured ribs, especially those in which overlap was present. 
The vest, which provides compression, support, and pro- 
ection, is a useful adjunct in many situations. It has the 
advantages of availability; adjustability for meals, work, 
iting, and sleep; removability, without pain or “hair 
problem”; and ease of care of body hygiene. 

The equipment required is a man’s vest or a fabricated 
vest and six or eight large safety pins. The size of the 
vest is regulated by means of safety pins inserted in the 
back. Usually, all that is required is to overlap the back 
of the vest and insert six pins; then apply the vest and 
button in front. Another pin or a tab or buckle can be 
wed at any point where extra snugness is required, es- 
pecially at the top and bottom in front. The advantages 
of the vest are immediately appreciated by the patient. 
Variations of application will occur to those who use the 
nethod; for example, a triangular sling may be added to 
prevent the drag of an upper extremity on the thoracic 
cage or shoulder girdle, or the patient’s sleeve may be 
cured to a loop of strong material sewed on the front 
ofthe vest by a safety pin or another loop or tab. Roent- 
“rays are not obstructed by the vest. 

The vest is useful in many conditions, including inter- 
apular lesions such as fibrositis, the facet syndrome, 
leurisy, empyema, and contusions and concussions of 
the chest. It may be used in conjunction with a pneu- 
honia jacket. It is also valuable after poison gassing, for 
wmfort in breathing, to retain extensive chest dressings, 
id after aspiration of the chest for fluid, blood, or pus. 
paralysis due to poliomyelitis, it minimizes muscle im- 
talance and scoliosis and acts as a support for weakened 


Professor Emeritus of Orthopedic Surgery, Northwestern University 
Medical School. 
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chest muscles, especially in patients receiving respirator 
therapy. The vest is helpful in bridging a transition pe- 
riod, when some support is needed after a cast or brace 
has been discarded. It may be used in cases of arthritis 
with radiculitis, intercostal neuralgia, intercostal herpes, 
carcinoma of the lung that has been treated by chest 
surgery, fractured sternum, and tuberculosis of the lung. 


55 E. Washington St. (2). 


CAMPHOR POISONING FOLLOWING 
INGESTION OF NOSE DROPS 


Marvin Seife, M.D. 
and 


Jerome L. Leon, M.D., Spivak, Colo. 


Camphor is an essential or ethereal oil that may act 
as a severe systemic poison or as a local irritant at the 
portal of entry or excretion. It has been used medicinally 
as a mild irritant and antiseptic and as a central nervous 
system stimulant. Fatal poisoning is uncommon, but has 
been reported.’ Recovery without sequelae or complica- 
tions is usually the rule.* The clinical complications vary, 
but usually consist of delirium, convulsions epileptiform 
in type and unattended by loss of sphincter control, nau- 
sea and vomiting, tachycardia, and increased rate of 
respiration. Diagnosis of camphor poisoning can be made 
only from the history or by the detection of the drug in 
the material vomited or stomach contents. There are no 
characteristic gross or microscopic tissue findings other 
than the odor of the oil. Treatment is usually sympto- 
matic and consists of a barbiturate to control convulsions, 
gastric lavage, and administration of emetics. Follow- 
ing is a case report of camphor poisoning following 
the ingestion of Vicks Va-Tro-Nol nose drops (the 
oil base preparation, in contrast to the recently marketed 
aqueous product). This product contains camphor, 
which Arena * lists as the main toxic ingredient. 


REPORT OF A CASE 


On Dec. 1, 1953, a 48-year-old nurse’s aid experienced severe 
nasal congestion associated with coryza. On arising that morn- 
ing she had taken 0.6 gm. of aspirin and 0.05 gm. of tripelen- 
namine (Pyribenzamine) without improvement. She thereupon 
resorted to the use of a Vicks Inhaler about every 30 minutes 
throughout the day (an estimated period of 8 hours). At about 
2:00 p. m., the patient decided to use a half full (7.5 cc.) bottle 
of Vicks Va-Tro-Nol nose drops. She instilled the material at 
least twice into each nostril, allowing it to trickle down her 
throat and then swallowed the liquid. She¢ stated that in the 
process of nasal instillation, she emptied the contents of the 
bottle. At 3:00 p. m., the patient again took 0.6 gm. of aspirin 





From the Medical Service, Jewish Consumptives’ Relief Society 
Hospital. 

1. (a) Emerson, J. H.: Camphor Poisoning, in Reference Handbook of 
Medical Sciences, ed. 2, New York, William Wood & Company, 1908, 
vol. 8, p. 460. (b) Blair, J.: Camphorated Oil Poison.ng: Report of Case, 
Ohio State M. J. 25: 808 (Oct.) 1929. 

2. Klingensmith, W. R.: Poisoning by Camphor, J.A.M.A. 102: 
2182 (June 30) 1934. Lang, M. C.: Poisoning Due to Camphor Liniment, 
ibid. 82: 2119 (June 28) 1924. Haft, H. H.: Camphor Liniment Poison- 
ing, ibid. 84:1571 (May 23) 1925. Benz, R. W.: Camphorated O11 
Poisoning with No Mortality: Report of 20 Cases, ibid 72: 1217 (April 
26) 1919. Cottrell, J.: Poisoning by Camphorated Oil, Brit. M. J. 1:96 
(Jan. 17) 1931. Blair." 

3. Arena, J. M.: Principal Toxic Ingredients in Various Commercial 
Products, in Current Therapy 1953, Cohn, H. F., editor, Philadeiphia, 
W. B. Saunders Company, 1953, p. 778. 
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prior to going on duty. At 4:45 p. m., she ate a small evening 
meal and returned to work. At 5:15 p. m., she remembered sit- 
ting down and writing reports, but was unable to recall any of 
the events after 5:30 p. m. At 6:25, the patient complained to 
another nurse of severe malaise and dizziness. She fell from 
her chair to the floor of the nurse’s station five minutes later and 
was seen to foam at the mouth and to have an epileptiform 
convulsion lasting one minute. Thereafter, the patient was rest- 
less, cold, and clammy, and no radial pulse was obtainable. 
Within five minutes her pulse and blood pressure (100 beats 
per minute and 120/70 mm. Hg respectively) returned. She re- 
mained irrational and with moaning and groaning rolled from 
side to side. There was no urinary or bowel incontinence. Physi- 
cal examination, including neurological examination, showed 
no particular abnormality. Her temperature rectally was 98.8 F. 
She was given 0.25 gm. of sodium phenobarbital intramuscularly 
for restlessness. At 7:00 p. m., the patient vomited filling a wash 
basin full of undigested food. The material vomited had a strong 
odor of camphor, which was easily recognized by all present. 
A freshly painted wall was splattered by the vomitus and re- 
vealed many oil stains that could not be washed away. The 
patient became more rational following this and was put to bed. 
She was made to drink 500 cc. of warm water containing two 
tablespoonfuls of sodium bicarbonate, and she soon vomited 
again. The material had a strong odor of camphor. Urinalysis 
and complete blood cell count at this time were within normal 
limits. The patient was given an intravenous infusion of 1,000 
cc. of 5% dextrose in saline solution and allowed to sleep. The 
following morning she was found to be rational and able to 
tolerate fluids. She corhplained of weakness and dizziness. A 
repeat physical examination was within normal limits and a 
chest roentgenogram was clear. She was able to return to work 
several days later and has been well since. Her medical history 
was noncontributory. 


IMPROVED VIM-SILVERMAN 
BIOPSY NEEDLE 


Irving Silverman, M.D., Brooklyn, N. Y. 


In the years that have elapsed since the invention of 
the Vim-Silverman biopsy needle, there has been ample 
time and opportunity to use it under various conditions, 
and from time to time, in the literature ' and in personal 
communications to me, it has become apparent that cer- 
tain improvements were desirable. 

To understand the importance of the improvement 
about to be described it will be necessary to review briefly 
the technique of needle biopsy as it is now performed 
with the original needle. The skin is prepared with a suit- 
able antiseptic and anesthetized with procaine hydro- 
chloride. A sharp-pointed scalpel is used to pierce the 
skin, and the outer needle with a stylet in place is intro- 
duced through the skin and advanced into the tissue up 
to the surface of the suspected tumor. The stylet is then 
withdrawn and the inner split needle is introduced in its 
place and advanced its entire length into the tumor. Since 
it is 0.6 in. (1.5 cm.) longer than the outer needle it will 
advance by that much beyond the tip of the latter into the 
suspected tumor. The outer needle is then advanced over 





1. Nelson, R. S.: Modification of Voegtlin Liver Biopsy Needle for 
Transthoracic Approach, Gastroenterology 21: 289 (June) 1952. Sborov, 
Vv. M.: Simple Guard for Vim-Silverman Needle, J. Lab. & Clin. Med. 
36: 773 (Nov.) 1950. Voegtlin, W. L.: Improved Liver Biopsy Needle, 
Gastroenterology 11: 56 (July) 1948. Hoffbauer, F. W.: Needle Biopsy of 
Liver, J. A. M. A. 134: 666 (June 21) 1947. 

2. The needle is manufactured by MacGregor Instrument Company, 
Needham 92, Mass. 
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the inner one 0.6 in. until the points of the inner needje 
are completely covered. This serves to compress the 
two halves of the split needle so as to firmly grasp the 
tissue caught between them and to help to completely 
sever the cylinder of tissue so engaged. This leaves the 
specimen attached only by its base, at which point i 
usually breaks as both needles are withdrawn. 

With the original needle there is an occasional failure 
in removing the tissue specimen. Some physicians found 
the instrument failed in perhaps 1 case in 10, and jt js 
to overcome any possibility of failure that I have noy 
redesigned the needle and developed a new improved 
instrument. 

There are two sources of difficulty with the old needle 
that the new one is designed to overcome. The first is 
criticism sometimes heard, that it is difficult to tell when 
the points of the inner needle are completely covered by 
the outer needle, requiring some guesswork on the part 
of the operator. The second is that if the tumor is ver 
dense, the inner split needle may engage a large speci- 
men; then when the outer needle is advanced to compress 
and cover the points, the inner needle does not always 
remain stationary but may advance with the outer needle, 
causing unnecessary trauma and sometimes causing the 
specimen to slip out between the blades. 


SKIN 


TUMOR 





Fig. 1—The unit is assembled and ready to pierce the skin up to the 
surface of the tissue to be studied. Points 1 and 2 and points 3 and 4 are 
about 0.6 in. (1.5 cm.) apart. Point G has not been advanced to the skin 
surface yet. 


The new needle * enables the operator to know more 
easily when the outer needle has advanced sufficiently 
to cover the points of the inner needle. It limits the range 
of movement of the needles to prevent them from going 
deeper than desired. It limits and prevents the inner 
needle from going any deeper at the very moment that 
the outer needle is in motion in the act of compressing 
the two halves of the split needle. 

The needle has an adjustable guard with a specially 
constructed screw that can be set to touch the skin when 
the outer needle has reached the surface of the suspected 
tumor. Without such a fixed point of resistance none of 
the above features can be realized. The needle has an 
elliptical or otherwise irregular opening at the upper end 
of the guard to fit a similarly fitting base in the inner split 
needle so as to prevent rotation of the inner needle once 
it has penetrated the tumor and before the outer needle 
is advanced. With the old needle, some physicians have 
tried to rotate the inner needle in the tumor and have 
ruined the instrument, as the blades cannot be repaired 
once they are twisted out of shape. The guard consisis 
of two metal brackets, an upper one and a lower ot 
about 2 in. (5 cm.) long, bent at right angles, the long 
portion of the lower bracket slotted longitudinally to ¢ 
gage a specially designed thumb screw attached to the 
upper bracket. All the parts are easily adjusted, and the) 
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have positive locking action. A rigid unit results that can 
neither rotate nor move laterally but that does permit 
the outer needle a play of 0.6 in. in either direction, for- 
ward or backward. 

To assemble the unit the stem of the outer needle is 
passed through the parts marked 4 and G in figure 1. The 
inner split needle is then passed through the part marked 
2 and through the hub and stem of the outer needle as 
in figure 1. This makes one rigid unit. The new instru- 
ment now is used as follows: Assemble the unit as in 
figure 1. Prepare the skin in the usual manner. Inject 1% 
procaine hydrochloride solution into the skin at the punc- 
ture sight, and pierce the skin with a pointed scalpel. 
Take the assembled unit in one hand and advance it 
through the puncture wound up to the surface of the tu- 
mor or liver but not into it. (The points of the inner 
needle at this stage are still within the stem of the outer 
needle.) Release the guard screw GS (fig. 1) and advance 
the lower half of the guard to the skin surface, then 
tighten the guard screw securely again. In doing a liver 
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Fig. 2.—Point G has been advanced to the skin surface, and GS has 
been tightened. Point 1 has moved to 2 (0.6 in. or 1.5 cm.) and point 3 
has moved to 4 (0.6 in.), and the entire unit is withdrawn with the 
specimen, 5. 


biopsy, tell the patient to hold his breath. While he is 
doing so, perform the next three steps in rapid succession. 
Advance the inner needle into the suspected tissue. 
(Move point 1 to point 2 as shown in figures 1 and 2.) 
Advance the outer needle into the suspected tissue. 
(Move point 3 to point 4 as shown in figures 1 and 2.) 
Remove the entire unit with the specimen. 


2726 Bedford Ave. (10). 


AN AID IN PYELOGRAPHY 
Norvell Belt, M.D., Frederick, Md. 


Pyelographic procedures take time and subject the pa- 
tient to many minutes of discomfort, a factor in which is 
that both retrograde pyelograms and intravenous uro- 
grams are taken with the patient on a hard, cold cysto- 
scopic table. From the patient’s point of view it is highly 
desirable to render these procedures as comfortable as 
possible. With this in mind, I requested the DuPont 
Company to make a cover that fits over the Bucky dia- 
phragm of a standard Young cystoscopic table (see 
figure). The cover consists of a coarse-pore cellulose 
sponge measuring 3% in. by 19 in. by 26 in. (1.91 cm. by 
48.26 cm. by 66.04 cm.). Pyelograms of 100 consecu- 
live urologic patients were made with and without the 
sponge table cover. It was impossible for our radiologist 
or for me to distinguish between the two types of picture. 
The sharpness of the films was in no instance impaired or 
interfered with by the cover. These patients were all 





Chief of Urology, Frederick Memorial Hospital. 
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pleased by the use of the cover, which relieved their dis- 
comfort on the cystoscopic table. 


ee es 








Cellulose sponge cover in place on Bucky diaphragm of Young urologic 
table. 


228 N. Market St. 
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APPARATUS ACCEPTED 


The following additional products have been accepted as con- 
forming to the rules of the Council on Physical Medicine and 
Rehabilitation of the American Medical Association for in- 
clusion in Apparatus Accepted. A copy of the rules on which 
the Council bases its action will be sent on application. 


RALPH E. De Forest, M.D., Secretary. 


Audivox Hearing Aid, Model 71 


Audivox, Inc., 123 Worcester St., 
Boston 18. 


The Audivox Hearing Aid, Model 71, 
is a tubeless hearing aid containing three 
transistors. The power is supplied by two 
1.25 volt mercury cells in series. It has no 
tone control but does have a telephone 
induction pickup. 

The body of the instrument measures 
75 by 45 by 20 mm. and weighs 92.5 gm. 
The earphone, receiver cord, and batteries 
bring the total weight to 131 gm. 





Audivox Hearing Aid, 
Model 71 


Acousticon Hearing Aid, Model A-310 


Dictograph Products Inc., 95-25 149th 
St., Jamaica 35, Long Island, N. Y. 


The Acousticon Hearing Aid, Model 
A-310, contains one transistor and two 
vacuum tubes and is powered by a mercury 
type A-battery and a 15 volt, B-battery. 
It is designed for either air or bone 
conduction. 

The body of the instrument measures 
64 by 43 by 23 mm. and weighs 72 gm. 
With earphone, receiver cord, A-battery 
and B-battery, the total weight is 110 gm. 


Acousticon Hearing 
Aid, Model A-310 
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THE HEALTH OF ATHLETES 


Rightly or wrongly a physician is expected to be an 
authority on the hygienic training of athletes and the 
health hazards to which they are exposed.’ Surprisingly 
little has been written on this subject; much of this is 
contradictory, and many of the conclusions reached are 
based on somewhat flimsy evidence. The cardiovascular 
system is usually regarded as bearing the chief strain in 
athletes. Although the belief that participation in sports 
causes heart disease and thereby shortens life has gained 
widespread acceptance in the popular press, the evidence 
behind it is largely circumstantial. The two most impor- 
tant questions seem to be: 1. Can strenuous exercise 
cause direct damage to the heart? 2. Does such exertion 
predispose participants to a greater risk of heart disease 
in later life, or does it affect longevity? * 

Regarding the first question, there is increasing sup- 
port for the view that exercise produces no discernible 
immediate ill effect on the normal heart. Abrahams cited 
the work of Lee, who found no significant difference in 
the average heart size of a group of young men who were 
not engaged in athletics, a group who had been rowing 
for 2 years, and a group who had been rowing for 10 
years. Wilce * found that in a group of athletes the size 
of the heart varied widely and could not be correlated 
with the amount of participation in sports. On the other 
hand, any alleged advantages from athletics are hard to 
appraise because they are compounded of many factors, 
of which exercise is only one. Others are the regular hab- 
its, good food, and sufficient sleep that are a part of train- 
ing. 

The observer who would evaluate the long-range effects 
of strenuous exercise faces similar difficulties. Such fac- 
tors as heredity, body build, temperament, economic sta- 
tus, diseases, occupation, and indulgence in alcohol and 
tobacco must be considered when determining the effects 
on longevity of participation in sports in adolescence and 
the early years of adult life. Rook has followed a large 
group of former students of Cambridge University, divid- 





1. Abrahams, A.: Physical Exercise: Its Clinical Associations, Lancet 
1: 1133-1137 (May 26) 1951. 

2. Rook, A.: An Investigation into the Longevity of Cambridge Sports- 
men, Brit. M. J. 1: 773-777 (April 3) 1954. 

3. Wilce, J. W.: The Range of the Normal Heart in Athletes, Am. 
Heart J. 25: 613-630 (May) 1943. 

4. Abrahams, A.: Physical Exercise: Its Clinical Associations, Lancet 
1: 1187-1192 (June 2) 1951. 

1. How and When Drownings Occur, Statist. Bull. Metrop. Life Insur. 
Co. 35:6 (May) 1954. 
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ing them into sportsmen (subdivided into trackmen, 
cricketeers, rowers, and football players) and controjs 
(subdivided into a random and an intellectual group), 
Up to age 40 the athletes had a slightly lower death rate 
than the controls, but taken as a whole the intellectua| 
control group lived an average of 18 months longer than 
the athletes and two years longer than the random cop- 
trol group. It would be rash to conclude from this study 
that participation in sports shortened the life of the ath- 
letes. Exertion is often blamed when death occurs during 
or shortly after exercise. Abrahams ‘ reports that inves- 
tigation of such cases frequently reveals that the physical 
effort involved was slight or that an unsuspected organic 
lesion of long duration was the cause of death. In the case 
of a congenital aneurysm, the increase in blood pressure 
accompanying exertion may hasten a rupture that would 
inevitably have occurred sooner or later. 

There can be no doubt that strenuous exercise may 
injure a heart that is already weakened, and for this rea- 
son Wilce urges closer medical supervision of young 
athletes, many of whom receive no such supervision. He 
points out that many young men are urged to participate 
in sports by their parents or by athletic coaches without 
proper regard for their health and that, on the other hand, 
healthy young men who would benefit by athletic activ- 
ities are forbidden to participate because of a functional 
heart murmur or other nondisabling anomalies. 

About the only valid conclusions that can be reached 
at present are that infections are more important as a 
cause of cardiac disease than exercise, that exercise even 
when strenuous will not damage a normal heart, that 
athletes with a heavy body build have a lower life expec- 
tancy than those with a lighter build regardless of the 
type or extent of their participation in sports, and that 
the term “athletic heart” should be dropped from medical 
writing because it is used with a wide variety of meanings 
to describe a condition that probably does not exist. 


ACCIDENTAL DROWNINGS 


This is the time of the year when vacation-minded 
Americans should begin to give some thought to one of 
the major perils associated with swimming, wading, and 
boating—accidental drowning. According to a recent 
study,’ accidental drownings in the United States an- 
nually account for more than 6,500 deaths, or a rate of 
about 4 per 100,000 population. Although a sizable 
number of drownings occurs every season of the year, the 
toll is heaviest during the summer, when outdoor recre- 
ational activities are at their peak. 

Most victims of drowning are males; the death rate 
from accidental drowning among males in 1949-1950 
was more than six times that among females. This is 
undoubtedly due to the greater spirit for venture, often 
foolhardy, among the so-called stronger sex. The highest 
death rate from drowning, 12.5 per 100,000, was re- 
corded for boys in the 15 to 19-year-old group, but the 
rates were also relatively high in the adjacent age groups, 
10 to 14 and 20 to 24. The fact that the mortality dimin- 
ishes somewhat with the aging process suggests not only 
decreased participation in water sports but also the devel- 
opment of more sensible behavior. Even so, the death 
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rate among males remains at the level of about 7 per 
100,000 throughout adult life. 

Most drownings at ages 1 to 9 years result from young- 
sters falling into or wading in rivers, creeks, and other 
bodies of water. Unfortunately, among the younger chil- 
dren, a considerable number of deaths take place around 
the home, some of them in ornamental garden pools, 
cesspools, septic tanks, wells, and cisterns. Relatively few 
of the drownings at this age are caused by swimming or 
boat accidents. In contrast, the situation is quite different 
at the ages when drowning takes its heaviest toll; for 
example, swimming accounts for more than two-fifths 
of the accidental drownings among boys aged 10 to 14, 
and watercraft mishaps for an additional one-sixth. 
These two types of accidents comprise an even greater 
proportion of drownings at ages 15 to 19, with swim- 
ming responsible for about half of the deaths and boat 
accidents for one-fifth more. Among men 20 to 29 years 
of age, swimming and boat accidents each are respon- 
sible for about one-third of drownings, with the remain- 
ing fatalities resulting chiefly from accidental falls into 
bodies of water or falls while participating in fishing. 

The annual number of drownings in the United States 
could be materially reduced at every age by an intensified 
and coordinated educational program. While much credit 
for the fine work already accomplished in the field of 
water safety is due such organizations as the American 
Red Cross, the Boy Scouts, the Coast Guard, and the 
National Safety Council, to name an outstanding few, 
it remains for Americans themselves to heed the theme 
“Don’t be an accidental drowning statistic in 1954.” 
Particular emphasis needs to be placed on dissuading 
persons from swimming alone or swimming considerable 
distances without being accompanied by a boat—pre- 
cautions that should be observed by proficient as well as 
by less qualified swimmers. More persons should learn 
to swim well and to handle themselves properly in boats. 
Greater stress should also be put on the need to check 
the condition of boats, to pay attention to weather warn- 
ings, and to stay out of small craft if one is unable to 
swim. Finally, parents should watch their children more 
carefully, and, wherever possible, hazardous water holes 
should be fenced in or securely covered. 


INTESTINAL POLYPOSIS WITH MELANIN 
SPOTS OF ORAL MUCOSA, LIPS, 
AND FINGERS 


Peutz of Hague described in 1921 a family in which 
several members had pigmented spots on the lips, mouth, 
hands, and feet. The characteristic pigmentation was 
associated with generalized intestinal polyposis in seven 
of these persons. The cases covered three generations, 
thus suggesting a familial tendency. Foster,’ in 1944, 
reported the occurrence of adenocarcinoma of the small 
intestine in father and daughter, causing intussusception. 
Both patients had diffuse brownish pigmentation of the 
lips and face. The father’s brother showed similar pig- 
mentation, and he had been hospitalized in 1935 because 
of attacks of abdominal pain and the passage of blood 
and mucus from rectum. Touraine and Couder ? in 1946 
described an instance of a “syndrome of Peutz” under 
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the heading of “periorificial lentiginosis with visceral 
polyposis.” Their patient, a girl 14 years old, had the 
characteristic pigmentation described by Peutz and a 
large rectal polyp, which on microscopic examination 
proved to be an adenoma. 

In the United States, Jeghers and his associates * have 
observed 10 cases of intestinal polyposis and melanin 
spots of the oral mucosa, lips, and digits. The character- 
istic pigmentation was observed from early childhood. 
All of the patients were of dark complexion. The most 
impressive feature in these cases was the consistent and 
peculiar distribution of the pigmentation. It was most 
striking on the lips and buccal mucosa and occurréd in 
round, oval, or irregular spots and patches of brown or, 
occasionally, almost black pigment. Some of the spots 
had a stippled appearance when examined with a high 
power magnifying glass. No patient showed pigment on 
any part of the body in addition to the areas noted. The 
nature of this pigment anomaly remains obscure. The 
second feature characterizing what appears to be a 
definite syndrome is the intestinal polyposis. The polyps 
are distributed throughout the entire intestinal tract, 
with their most striking clinical manifestations in the 
small intestine. The manifestations are abdominal 
pain and signs of minor obstruction terminating in one 
or more attacks of small intestine intussusception. 
Jeghers and his co-workers point out that the majority 
of the polyps, as revealed by operation or autopsy, were 
located in the small intestine, principally in the jejunum. 
Peutz had similar experience in his seven cases. The 
polyps on microscopic examination proved to be benign 
adenomas. 

The syndrome appears to be inherited as a simple 
Mendelian dominant. Besides the 10 cases referred to 
above, these authors mentioned 3 other cases and re- 
viewed 12 proved cases from the literature and 5 proba- 
ble cases. Kitchin * reported in 1953 on two patients who 
came to the hospital with symptoms of intestinal ob- 
struction due to intussusception. Both had the typical 
pigmentation in the oral region. Individual cases were 
reported by Kaplan,° by Perry,® and by Wolff.’ Recently 
Savage * and Smith ° each reported a case. The syndrome 
characterized by a characteristic pigmentation of the lips, 
oral mucosa, face, and digits, associated with multiple 
polyposis of the intestinal tract, with a strong tendency to 
familial incidence, appears to be a well-established clin- 
ical entity. 
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PROCEEDINGS OF THE SAN FRANCISCO MEETING 


ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL 
ASSOCIATION AT THE ANNUAL MEETING IN SAN FRANCISCO, JUNE 21-25, 1954 


(Continued from page 991) 


Address of the President-Elect, Dr. Walter B. Martin 


Dr. Walter B. Martin, President-Elect, presented the follow- 
ing address, which was referred to the Reference Committee on 
Reports of Officers: 

It has been my pleasant duty, during the past year, to visit 
many state societies and other medical groups in different parts 
of the country. In addition I have engaged in a number of 
activities concerned with various aspects of medicine, in other 
areas. I feel that this experience has been of great value to 
me and has prepared me to enter more effectively on the duties 
of the high office which you have conferred upon me. I want 
to express to you again my appreciation of your confidence 
and to assure you that during the coming year I shall devote to 
the interest of American medicine all that is in my power to give. 

As I have moved about the country I have met many men of 
many minds, but certain impressions that I have gained stand 
out above all others. There is widespread concern over the medi- 
cal care of the low income and noninsurable group, improve- 
ment and expansion of prepayment health services, hospital and 
physicians relations, and the financing of hospitals. I believe that 
all of these are rather closely related and that their solution 
lies in a closer understanding by hospitals and physicians of 
the mutual nature of their responsibility and objectives. Many 
hospitals are faced with serious financial problems. Expansion 
of hospital facilities and services has followed the advances of 
medical science. This has added greatly to operating and main- 
tenance costs of hospitals. Income from endowments and gifts 
have diminished. The hospitals necessarily provide services for 
large numbers of persons who cannot meet the cost of hospital 
care in whole or in part at the time it is incurred. The hospitals 
are reimbursed to only a partial extent by insurance from 
charitable sources or by government. The need of the hospital 
for additional revenue rather than ideological differences be- 
tween medicine, physicians, and hospitals has been the driving 
force that has tended to separate these two great segments of 
medicine. It is to our interest and certainly to the interest of 
the persons we serve that hospitals be adequately financed. We 
as physicians desire access to the facilities of modern medicine, 
and the people need the services that we can provide if we have 
the tools. The hospitals’ financial difficulties can be greatly eased 
by further extension of voluntary prepayment hospital insur- 
ance. There is a widespread feeling that plans for the prepay- 
ment of the cost of medical care should be further extended. 
Progress made in certain areas is much greater than in others. 
At the present time, approximately 93 million persons have 
some form of protection against the cost of hospital care. This 
constitutes about 72% of the insurable population in this coun- 
try. The spread between different areas is wide and varies from 
45% to 85%. If the low coverage areas could be brought up 
to the high coverage states, victory would be won as far as num- 
bers are concerned. It is also important to improve the extent 
of coverage. This should be done as rapidly as sound actuarial 
data will permit. It should not be carried to such an extent, how- 
ever, as to attempt to cover completely the hospital cost or the 
entire cost to the individual. Comprehensive coverage, while it 
has an attractive sound, carries with it dangers that may ulti- 
mately destroy voluntary prepayment insurance. It inevitably 
leads to over-usage by both the patient and the doctor and tends 
to encourage careless and wasteful hospital administration. 

It is very necessary that ample thought be given by medical 
societies, hospital staffs, and insurance plans to the prevention 
of abuses. Unnecessary hospitalization and prolongation of hos- 
pital stay increase the total medical expense of a community, 
add to the load on the insurance carrier, and eventually force 
up premium costs. To a very considerable extent, thoughtful 


consideration by the physician of his obligation can control this. 
Over-use of ancillary hospital services also increases hospital 
costs. If the hospital is to remain solvent, this necessitates a 
higher per diem rate and a larger reimbursement from every 
source of payment. This again leads to a higher premium rate 
and makes insurance accessible only to the smaller group of 
persons who are able to pay the higher rate. If, on the other 
hand, there is a large gap between the hospital’s operating cost, 
and insurance or other third party payment to the hospital, it 
adds greatly to hospital deficit. This will result in the lowering 
of the quality of services that are available to all the people in 
a community. It is of first importance that hospital costs be 
kept down as far as is compatible with the provision of good 
service, so that insurance coverage can be provided for the 
people at the lowest premium rate possible. 

The hospitals have a great deal at stake in this matter, since 
they must have income from some source if they are to render 
the services that we desire for our patients and that the people 
need. We have a community of interests with the hospital. We 
should recognize this and endeavor in every way to work out 
our common problems with them. I would recommend that the 
Liaison Committee of our Board of Trustees, with a similar 
committee of the Board of Trustees of the American Hospital 
Association, continue to confer at regular intervals for the pur- 
pose of considering the problems that concern both of our 
Associations. 

The low income and noninsurable persons in need of hos- 
pital care comprise the second great group that has brought 
many hospitals into financial difficulties. Without defining or 
limiting this group too rigidly, it is composed of the tempo- 
rarily or permanently disabled, a considerable part of the un- 
employed and of the aged, and those persons currently carried 
on relief rolls. Also, a large segment of this group is composed 
of those with incomes so low that, after meeting basic needs, 
they cannot afford to buy prepayment insurance. When sickness 
occurs in these groups, we agree that they should have good 
medical care but that the provision of this care is the responsi- 
bility of the state and locality and not of the federal govern- 
ment. Great progress has been made in some states and in cer- 
tain areas by joint state and local action. 

State and local medical societies should assume leadership 
in stimulating state and local legislative bodies to assume their 
full responsibility in working out means of financing and control 
that will provide needed services and at the same time prevent 
abuses. Here again we can make common cause with the hos- 
pitals, and the two organizations in state and local areas should 
work more closely together in an endeavor to provide for the 
health needs of this group of persons. It is obvious that, if the 
hospitals are to operate at a proper level of efficiency, they must 
receive adequate payment for the physical care of these patients 
in their institutions. I recommend the formation of liaison com- 
mittees representing medical societies and hospital associations 
on the state and local levels. Such committees should draw into 
their orbit leaders from all phases of community life. If we are 
to continue to maintain a free system of medicine in this country, 
we must find means of financing the hospital care of the low 
income and noninsurable group. To a large extent, this is a 
community responsibility. A community may be defined as an 
area where the interests of the people are so closely interwoven 
that they can act together for the accomplishment of objectives 
beneficial to the whole area. Community health services are a 
basic factor in good medicine, and the problems of medicine 
should be first approached and solution sought at the communi'y 
level. Medicine on the national and state level can accomplish 
a great deal, but effective action can best be taken in the com- 
munity. 
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The American Medical Association has been intefested in 
the problem of the financing of medical care of the people for 
many years, particularly since the formation of the Council on 
Medical Service in 1943. Our national organization can collect 
data, carry out studies, provide information, and advise the state 
and local organizations on the basis of the information avail- 
able. Effective action, however, has to be carried out on the 
state and local levels. County societies must look to the state 
societies and to the American Medical Association for infor- 
mation and advice, and we must look to them for action. It 
therefore becomes the duty of each member of this House of 
Delegates to bring back to the state and, through his state or- 
ganizations, to each locality complete information as to the 
policies and actions of this body. It is his further duty to en- 
deavor in every possible way to activate the proper policies 
of this association. There have been many demands for a na- 
tional plan, an over-all blueprint, designed to bring complete 
medical care to all in the low income group. We feel that the 
community approach is the proper one, because it is the ex- 
perimental approach. Many different plans are being tried out 
in different areas. Some of them are wisely conceived and are 
successful in whole or in part. Data on these endeavors come 
back to our Council on Medical Service. Information as to the 
success or failure of plans should go out to all of the state and 
local societies. By this method of experimentation, pians can 
be worked out and can be successfully applied under the varying 
conditions that prevail throughout this country. In discussing 
the matter of financing the medical care cost of the low income 
group, I have referred particularly to the hospitals, not because 
theirs is the only interest involved but because the hospital 
cost constitutes the largest single item to those who are sick 
enough to require hospital care. Last year 20 million persons 
were treated in hospitals. That is a large figure and an im- 
portant one. More important, however, is the fact that seven 
out of eight persons in this country were not sick enough to 
require hospital care in the same year. A corollary to this, of 
course, is that the cost of hospital care was borne by 1242 % 
of the people in that year. 

The problem of financing hospital services so as to make them 
more generally accessible is the most urgent one before our 
Association today. It is not merely a problem of the hospitals 
but one that concerns all segments of American medicine. On 
its proper solution depends not only the quantity and kind of 
care received by the low income group but also the quality 
of care received by everyone in every area served by a hospital. 
I believe this objective can be reached by further extension of 
prepayment of voluntary insurance and by general recognition 
by states and localities of their obligation to reimburse the hos- 
pitals properly for the cost of hospitalization of the lower income 
and noninsurable group. 

I would, therefore, urge each state and each county society 
in the coming year to concern itself particularly with the solu- 
tion of this problem. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF OFFICERS 

Dr. George A. Earl, Chairman, submitted the following re- 
port, which was adopted: 

Dr. Walter B. Martin, in his address to the House of Dele- 
gates, names the problem of better financial support of hospitals 
as an outstanding one for American medicine. He recommends 
solution of this problem (1) by further extension of coverage 
by voluntary prepayment hospital insurance and (2) by develop- 
ment at community levels of arrangements for suitable payment 
of hospitals for services to low income and noninsurable per- 
sons. Out of such relief of the financial plight of hospitals, Dr. 
Martin looks for closer understanding between hospitals and 
physicians. He notes that this rapport can be enhanced by liaison 
committees formed at all levels—national, state, and community. 
Your reference committee believes that all delegates will share 
Dr. Martin’s concern for this problem and will support his re- 
quest that it be thoroughly discussed in their home communities. 


Introduction of Student A. M. A. Delegates 


The Speaker introduced Mr. Hugh C. Follmer, University of 
Nebraska College of Medicine, and Mr. Oliver H. Patterson, 
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University of Oklahoma School of Medicine, delegates from 
the Student A. M. A., who presented greetings from their organi- 
zation. 
Presentation of Distinguished Guests 

The following distinguished guests were introduced by the 
Speaker and presented greetings or brief addresses, which will 
be included in the official proceedings of the House of Delegates: 

Mrs. Leo J. Schaefer, President, Woman’s Auxiliary to the American 
Medical Association. 

Dr. Gerald M. J. Slot, British Medical Association. 

Dr. Frank B. Berry, Assistant Secretary of Defense, U. S. Department 
of Defense. 

Mr. Ritz E. Heerman, President, American Hospital Association. 

Brig. Gen. J. A. McCallam, President, American Veterinary Medical 
Association. 

Mr. Irwin Winter, American Drug Manufacturers’ Association. 

Mr. Jack Schopflin, Vice President, American Pharmaceutical Manu- 
facturers’ Association. 

Dr. Bernard C. Kingsbury, Trustee, American Dental Association. 

Dr. F. Royce Franzoni, President, American Pharmaceutical Association. 

Msgr. Donald McGowan, Catholic Hospital Association. 


The Vice Speaker read to the House a letter from Agnes 
Ohlison, R.N., President of the American Nurses’ Association, 
extending cordial greetings and best wishes. 


Report of the Board of Trustees 


Dr. Dwight H. Murray, Chairman, presented the report of 
the Board of Trustees (see THE JOURNAL, May 15, 1954, pages 
282-286), portions of which were referred to reference commit- 
tees as follows: 

To the Reference Committee on Medical Military Affairs: 
Resolution on Medical Military Scholarships. 

To the Reference Committee on Legislation and Public Rela- 
tions: Resolution on Proposed 23rd Amendment to Constitution 
of United States (H. J. Res. 123); Proposed Change in Internal 
Revenue Code. 

To the Reference Committee on Insurance and Medical Serv- 
ice: Medical Care for Dependents of Service Personnel. 

To the Reference Committee on Medical Education and Hos- 
pitals: Resolution on Professional and Administrative Audit of 
Hospitals. 

To the Reference Committee on Hygiene, Public Health, and 
Industrial Health: Health Home Council. 

To the Reference Committee on Reports of Board of Trus- 
tees and Secretary: Resolutions on History of Medicine; Miami 
Meeting; 1956 Clinical Meeting; Financial Statements; Audi- 
tor’s Report; Treasurer’s Report. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL MILITARY AFFAIRS 


Dr. Bernard Klein, Chairman, presented the following re- 
port, which was adopted: 


Your reference committee first considered the report of the 
Board of Trustees ,entitled Resolution on Medical Military 
Scholarships. Your committee is in accord with the recommen- 
dation of the Board of Trustees to establish medical military 
scholarships with appropriate safeguards. Your committee feels, 
however, that Part 3 should be further limited with respect to 
the actual number of students involved. Therefore, we recom- 
mend that Part 3 be changed to read as follows: “that the total 
number of students on such scholarships in any year’s class in 
all of the schools and the number in a class in any single school 
not exceed 5 per cent.” 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. Floyd S. Winslow, Chairman, presented the following 
report, which was adopted: 


Resolution on Proposed 23rd Amendment to Constitution of 
United States (H. J. Res. 123): This resolution precludes the 
United States Government from entering into any business in 
competition with private industry or organization unless specif- 
ically authorized by the Constitution of the United States. After 
careful study of this subject by your reference committee, the 
committee confirms the action of the Board of Trustees. 


Proposed Change in Internal Revenue Code: Your committee 
approves of the action of the Board of Trustees at its meeting 
of Feb. 15, 1954, at which the Board adopted the recommenda- 
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tion of the Committee on Legislation in support of amendments 
to the Internal Revenue Code proposed by the National Asso- 
ciation of Retail Druggists. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. Thomas J. Danaher, Chairman, submitted the following 
report, which required no action: 

The report of the Board of Trustees on medical care for 
dependents of service personnel was not considered by your 
reference committee, as there was a substitute report on this 
subject made by the Board of Trustees. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. W. Andrew Bunten, Chairman, presented the following 
report, which was adopted: 

Resolution on Professional and Administrative Audit of Hos- 
pitals and Resolution No. 30 on Accreditation of Small Hos- 
pitals: Your reference committee considered first that portion 
of the Report of the Board of Trustees assigned to it, namely, 
the Resolution on Professional and Administrative Audit of 
Hospitals. This portion of the report of the Board of Trustees 
was considered in conjunction with Resolution No. 30 recom- 
mending that “the Council on Medical Education and Hospitals 
investigate and set up a system of standardization for smaller 
hospitals in keeping with their general size, personnel and facili- 
ties.” During the discussion before your committee it was pointed 
out that the Joint Commission on Accreditation of Hospitals 
has already appointed a Committee on the Problems of the 
Small Hospitals with Dr. Julian Price of South Carolina as 
chairman. Your committee recommends approval of this por- 
tion of the report of the Board of Trustees and also recommends 
that Resolution No. 30 on Accreditation of Small Hospitals be 
referred to the committee of the Joint Commission that has 
been appointed to study this problem. 


REPORT OF REFERENCE COMMITTEE ON 
HYGIENE, PUBLIC HEALTH, AND 
INDUSTRIAL HEALTH 


Dr. Charles L. Farrell, Chairman, presented the following 
report, which was adopted: 

The first item considered by your reference committee was a 
section of the report of the Board of Trustees entitled Health 
Home Council. Your reference committee recommends approval 
of this portion of the report of the Board of Trustees and further 
recommends that the Board of Trustees, as in the past, cooperate 
in advising regularly recognized groups and organizations seek- 
ing information on matters of health and medicine. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES 
AND SECRETARY 


Dr. Eugene F. Hoffman, Chairman, submitted the following 
report, which was adopted: 


Resolutions on the History of Medicine: Your committee 
commends the Board of Trustees and its special committee for 
its action and agrees with it that (1) the expenses involved in 
compiling a history of medicine would be too great; (2) that 
the purpose of the resolution is being carried out by all of the 
medical schools, insofar as they have established a chair in the 
history of medicine; (3) a diary of the day-to-day history of the 
American Medical Association might be prepared so that all 
of the data would be available for future use. The Department 
of Public Relations could issue an annual report that would 
cover the events of the preceding year. 

Miami Meeting: Your committee concurs in the decision of 
the Board of Trustees in the advancement of the opening date 
of the Miami meeting from Tuesday, Nov. 30, to Monday, 
Nov. 29. E 

Future Clinical Meetings: The committee, in considering the 
Miami meeting, also explored the necessity for further clinical 

“meetings. We believe that the money spent in conducting these 
meetings is a wise investment. A session of the House of Dele- 
gates at the Clinical Meeting has. become a necessity due to 
the added responsibility imposed on the House in conducting 
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the affairs of the American Medical Association. An examina- 
tion of the physician registration at the Clinical Meeting has 
demonstrated that the majority of the physicians are from the 
surrounding states. These physicians never or seldom attend the 
annual meetings. The American Medical Association is brought 
to these several areas where it becomes a living body and not 
just an address on Dearborn Street. The public relations value 
to the community at large and the local physicians in particular 
is invaluable. The programs are for the most part conducted 
by the local physicians. Their participation on a national level 
is mentally stimulating and advantageous to all. We further be- 
lieve that the present policy of scattering these meetings through- 
out the country at large should be continued. Insofar as these 
meetings must be held in the last two weeks in November or the 
first week in December, there will be conflicts with other meet- 
ings. We suggest that the secretaries of the various societies and 
specialty groups contact Dr. Lull concerning the meeting dates 
of their various societies and groups so that the conflicts in time 
can be materially lessened. We recommend that the clinical meet- 
ings be continued. 


Financial Statement: Your committee views with satisfaction 
the continued growth in membership, the increased income from 
THE JOURNAL and specialty magazines, and the increase of ap- 
proximately $226,000 in advertising revenue. In view of the 
necessary expansions of the facilities of the Chicago office in 
the near future, we wish to compliment the Board en its wis- 
dom in acquiring the vacant land to the east of headquarters. 

Your committee notes that approximately 10% of the market- 
able securities are represented by diversified common stocks. 
It is our opinion that this amount could be increased up to 
25% when conditions warrant an increase in the investment 
portfolio. We feel that this figure of 25% will still fall within 
the conservative attitude adopted by the Board. 

In view of the increasing revenue and the sound financial 
position, your committee feels that the American Medical Asso- 
ciation is particularly fortunate in being guided by the wisdom, 
integrity, and foresight of the Board of Trustees. This favorable 
financial position can only be attained through steadfast de- 
votion to duty. In the name of the House of Delegates your 
committee wishes to express its appreciation to the Board of 
Trustees for its accomplishments in our behalf. 


Supplementary Reports of Board of Trustees 


Dr. Dwight H. Murray, Chairman, presented the following 
supplementary reports of the Board of Trustees. 

The Speaker referred report A to the Reference Committee 
on Legislation and Public Relations; reports B, J, and Q to the 
Reference Committee on Miscellaneous Business; report C to 
the Reference Committee on Sections and Section Work; re- 
ports E, I, N, and O to the Reference Committee on Medical 
Education and Hospitals; reports F and G to the Reference 
Committee on Medical Military Affairs; reports H and P to 
the Reference Committee on Reports of Board of Trustees and 
Secretary; reports K and L to the Reference Committee on In- 
surance and Medical Service; and report M to the Reference 
Committee on Hygiene, Public Health, and Industrial Health. 
There was no reference of report D, since it was presented 
merely for the information of the House. 


A. LEGISLATIVE MATTERS 


Believing that the members of the House of Delegates should 
be fully informed regarding the major legislative proposals now 
in the Congress and the steps being taken to present the posi- 
tion of the Association to committees or members of the Con- 
gress, the Board of Trustees asked the Committee on Legisla- 
tion to prepare a report on its activities since its last annual 
statement. 

With the permission of the House of Delegates, I should like 
to ask Dr. David B. Allman, one of our Trustees, who is also 
Chairman of the Committee on Legislation, to comment on 
those sections of the report which merit special comment. 


REMARKS OF DR. DAVID B. ALLMAN 

The Committee on Legislation has prepared the extensive re- 

port as requested by the Board of Trustees which you have 

before you. I should like at this time to comment briefly on 
those legislative proposals which warrant special attention. 
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Reinsurance.—In many respects the most important legisla- 
tion submitted by the present administration is H. R. 8356, 
the federal reinsurance bill. The Committee on Legislation and 
the Board of Trustees, after consultation with representatives 
of the health insurance groups, both private and nonprofit, con- 
cluded that the entrance of the federal government into this 
activity was unnecessary and, furthermore, that it constituted a 
serious danger to the continued freedom of the health insurance 
industry. In the testimony presented by the Association to the 
Congress, we stated: “. . . a federal reinsurance system such as 
proposed by the bill could not be expected to achieve the objec- 
tives set forth in this legislation. In addition, the measure as 
drawn would place extensive regulatory power in the Secretary 
of the Department of Health, Education, and Welfare. The 
concentration and delegation of such potential power and con- 
trol over a vital branch of American industry in a department 
of the Executive Branch of the government without clear and 
convincing evidence of need is extremely difficult to justify.” 
We also said: “. . . the bill will not fulfill its intended purpose 
and may, in fact, inhibit the satisfactory progress which is now 
being made by voluntary insurance companies . . . it is the 
recommendation of the Association that this bill should not be 
reported favorably by this Committee.” In our testimony we also 
referred to the statement presented by Mr. Edwin J. Faulkner, 
on behalf of the Chamber of Commerce of the United States, 
who, in testifying on this bill, said: “Government reinsurance 
of health insurance plans would introduce no magic into the 
field of financing health care costs. Reinsurance can distribute 
risks among insurers just as insurance distributes them among 
policyholders, but no matter how far this distribution is car- 
ried, it must be sound to succeed. Reinsurance does not increase 
the ability of the insurer to sell protection to the unwilling buyer. 
Reinsurance does not reduce the cost of insurance. Reinsurance 
does not make insurance available to any class of risk or geo- 
graphic area not now within the capabilities of voluntary in- 
surors to reach.” 

It is the conviction of the Board of Trustees, and we urge 
that the House of Delegates endorse this opinion, that the con- 
tinued successful development of voluntary health insurance in 
this country is likely to be impeded rather than promoted by 
the adoption of a federal reinsurance program. It is apparent 
that this program involves subsidization of voluntary health in- 
surance and federal regulation and control. 

The Board of Trustees joined with the major members of 
the health insurance industry, including the private health insur- 
_ ance plans and the Blue Shield Commission, and the Chamber 
of Commerce of the United States in opposing the federal re- 
insurance program. 

Social Security Act Amendments.—The amendments to the 
Social Security Act, embodied in H. R. 9366, 83rd Congress, 
include two provisions of special importance to the medical 
profession—the compulsory coverage of physicians under Title 
Il of the Act, and the section which proposes a “waiver of 
premiums” and preservation of insurance rights for individuals 
with extended total disability. 

This House of Delegates in December, 1953, clearly estab- 
lished the policy with respect to the compulsory coverage of 
physicians under the Social Security Act. The House strongly 
opposed such coverage and in lieu thereof reaffirmed its sup- 
port of the voluntary pension program embodied in the Jenkins- 
Keogh bills. You are familiar with the fact that the Ways and 
Means Committee of the House of Representatives in its first 
vote on compulsory coverage of physicians on May 20, 1954, 
included physicians, notwithstanding the opposition of the 
American Medical Association, but that following nation-wide 
protest from the constituent medical associations and individual 
physicians, the House committee reversed itself. This recog- 
nition by the committee of the protest of the medical profession 
represented a signal victory. 

In the testimony on behalf of the American Medical Asso- 
ciation, presented to the House of Representatives Ways and 
Means Committee by Dr. F. J. L. Blasingame, the statement 
was made: “We consider it absolutely incompatible with the 
free enterprise system for a group to be compulsorily covered 
under a governmental system of old age benefits when that 
group strongly and with great force opposes such coverage.” 
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Dr. Blasingame also referred to the statement made by Judge 
Allen L. Oliver, chairman of the Committee on Unemployment 
and Social Security of the American Bar Association, who said: 
“In summary, the self-employed professional differs from the 
employed person because he is not forced into abrupt and com- 
plete retirement, because he usually continues substantially re- 
munerative activities after age 65, because his entire life and 
training emphasizes individual activity rather than group treat- 
ment.” 

The Board of Trustees was aware of the fact that some 
physicians desire social security coverage and for that reason, 
in testifying before the Congress, the American Medical Asso- 
ciation representative stated that the Association did not oppose 
voluntary coverage for those physicians who desire it. We be- 
lieve that our position opposing compulsory coverage but not 
opposing voluntary coverage is unassailable and provides equity 
for all of our members. 

Waiver of Premiums.—This House will recall that in June, 
1952, a resolution was adopted opposing Section 3 of H. R. 
7800, 82nd Congress, which proposed a waiver of social security 
taxes for those who were permanently and totally disabled. At 
that time the Association and the health insurance industry suc- 
cessfully opposed the effective inclusion of such a section. In 
one section of the amendments to the Social Security Act pro- 
posed by the present administration, we note that a waiver of 
taxes principle is again proposed. Certain changes have been 
made which provide increased state control but the essence of 
the present program does not differ from the proposal embodied 
in Section 3 of H. R. 7800. The Board of Trustees therefore 
has again opposed this proposition. 

On June 4, 1954, a letter was written by Dr. Lull on behalf 
of the American Medical Association to Senator Millikin, chair- 
man of the Finance Committee of the Senate, in which he said: 
“Our objections to this proposal stem, in part, from the realiza- 
tion that the adoption of such a provision would provide the 
mechanism for a federal cash permanent and total disability 
program and in turn for a full fledged system of compulsory 
sickness insurance. This provision cannot be appraised solely 
as an isolated detached effort to provide some measure of aid 
to the disabled worker. We believe that this and every other 
step in the direction of a compulsory sickness insurance system 
must be opposed.” 

Any proposal that benefits those citizens who are permanently 
and totally disabled warrants careful and sympathetic considera- 
tion. Under existing public assistance laws, permanently and 
totaliy disabled individuals now receive assistance from both 
federal and local agencies. The opposition of American medi- 
cine to the inclusion of special disability benefits under Title II 
of the Social Security Act is based on the belief that whatever 
benefits are provided such individuals should be provided under 
programs that are locally administered and controlled. It is 
apparent that this amendment to the Social Security Act, which 
for the first time relates disability to Title II of the Act, intro- 
duces a relationship between the federal government and all 
private physicians that is profoundly disturbing. It is not.un- 
likely that this waiver of taxation benefit will be followed by 
extension of the waiver of tax to the temporarily disabled and 
that eventually cash benefits will be provided. In fact, numerous 
bills have already been introduced to effect this change. The 
issue involved here is complex but nevertheless basic: Should 
the federal government on the basis of compulsory taxation 
provide direct special benefits to the disabled or should the re- 
sponsibility for providing such benefits to this segment of the 
nation remain a state and local responsibility? We believe that 
the objective of providing adequate assistance to these individuals 
is sound but that the mechanism is not. 

Although we have opposed the bills I have mentioned, I 
should like to call your attention to the fact that a major pro- 
portion of the health program of this administration has been 
endorsed, although changes have been suggested in all of the 
proposals that have been made. The bill to revamp the public 
health grants-in-aid programs was endorsed, although changes 
were recommended which so far have not been adopted. Amend- 
ments to the Hill-Burton Act were supported, but again changes 
were suggested which to a degree have been accepted. The ad- 
ministration bill to expand the vocational rehabilitation program 








was considered by the Committee on Legislation and the Board 
of Trustees, but no specific position was taken because of the 
vagueness of many of the provisions of the bill. 

The pressure for compulsory health insurance per se has 
been eased, but the support of other fringe measures such as 
federal subsidy of voluntary health insurance and waiver of 
taxation for disabled social security beneficiaries has not les- 
sened. It is as urgent now as it was in the last administration 
that American medicine continue to oppose, as a matter of 
principle, any federal medical proposals which impede rather 
than promote the free practice of medicine. The unparalleled 
progress of American medicine, we believe, is a direct reflec- 
tion and result of our free enterprise medical system. It is our 
intention to support any measure which promotes that system 
and to oppose any measure designed to destroy it. 


REPORT OF COMMITTEE ON LEGISLATION 

During the period covered by this report (Oct. 1, 1953, to 
June 1, 1954) the Committee on Legislation has had one special 
and two regular meetings, has analyzed 31 major legislative 
proposals and has recommended policy positions on all of these 
measures to the Board of Trustees. 

It should be noted that included among the major measures 
studied were a number of administration proposals considered 
to be a part of the President’s so-called health program. These 
measures are being strenuously pushed by the administration. 
They contain many provisions the impact of which would be 
very harmful to the medical profession. Therefore, the com- 
mittee called a special meeting on March 31, 1954, for the pur- 
pose of considering these measures. 

Following are the measures on which either oral or written 
Statements were presented to the committees or members of 
Congress, together with the names of the witnesses, a brief 
résumé of each proposal, a note as to their present status, and 
an indication of the nature of the testimony submitted by the 
Association. It should be noted that the status of certain of 
these bills may have changed since the writing of this report. 

S. 2758, H.R. 8149, S. 2759, 8. 2778, and S. 3114, 83rd Con- 
gress.—Dr. David B. Allman testified before the Subcommittee 
on Health of the Labor and Public Welfare Committee of the 
Senate on these five proposals on April 15, 1954. These pro- 
posals, which are all principal parts of the Administration’s 
so-called health program are outlined separately. 

S. 2758 and H.R. 8149, 83rd Congress.—The general pur- 
pose of these two bills, which are somewhat similar, is to amend 
the Hospital Survey and Construction Act (Hill-Burton Act), 
as amended, so as to provide continued assistance to the states 
in surveying the need for and in constructing diagnostic or 
treatment centers, hospitals for the chronically ill, rehabilitation 
facilities, and nursing homes. 

The position of the Association on the bills is one of condi- 
tional approval. The Association recounted its approval of the 
original Hill-Burton Act and indicated that any amendments 
should conform to the original declaration of purpose. It was 
further stated that the bill (S. 2758) would be approved by the 
Association, provided the following recommendations were 
adopted: (1) that a purpose section be included, and that such 
section be clearly written to indicate the intention to construct 
“community” facilities and establish priorities among the types 
of facilities authorized; (2) that the terms used in the bill be 
defined more clearly; and (3) that the relationship of such 
facilities to conventional hospitals be specified. 

In a subsequent letter from Dr. George F. Lull to the com- 
mittee, on April 29, 1954, the foregoing recommendations were 
reiterated. It was emphasized at that time that the matter of 
priorities should be made clear; that the formulation of a defi- 
nition of “diagnostic and treatment centers” be approached with 
caution and within the theory of the original Hill-Burton Act; 
and that other types of facilities covered by the bills be part of 
or operated in connection with an established hospital. 

Status —H.R. 8149 passed the House of Representatives on 
March 9, 1954. At the present time, both of these bills are 
pending before the Labor and Public Welfare Committee of the 
Senate, although H.R. 8149 has been voted on favorably by the 
Senate Subcommittee on Health. 
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S. 2759, 83rd Congress.—The purpose of the bill is to amend 
the Vocational Rehabilitation Act. The Association stated that 
the Committee on Legislation had considered this proposal gen- 
erally but was not prepared to recommend a definite position, 
since a sufficiently clear explanation of the measure had not 
been received. 

Status.—The bill is presently pending before the Committee 
on Labor and Public Welfare of the Senate. Hearings have been 
held. 

S. 2778, 83rd Congress.—The stated purpose of this bill is to 
amend Section 314 of the Public Health Service Act, as 
amended, so as to extend and improve public health services 
and to provide for a better use of federal funds. The bill would 
authorize in lieu of the present “categorical grants” three new 
types of grants, for (1) public health services in general, (2) 
extension and improvement of public health services, and (3) 
“unique projects.” 

The position of the Association, as indicated by the testimony 
of Dr. Allman, is that the Association approves the stated pur- 
pose and the bill in principle, subject to certain specific recom- 
mended amendments. These amendments are (1) that the pro- 
posed type 1 and type 2 grants should be merged into a single 
category; (2) that the terms used should be more clearly defined; 
(3) that the Surgeon General be required to consult with state 
public health authorities on the proposed type 3 grants; and 
(4) that the proportion of funds for each type of grant be 
spelled out and only a small proportion of the total be allocated 
to type 3 grants. 

Status.—This bill is presently pending before the Labor and 
Public Welfare Committee of the Senate. A report by the Sub- 
committee on Health has been made to the full committee. A 
similar bill, H.R. 7397, 83rd Congress, passed the House of 
Representatives on April 27, 1954. 

S. 3114, 83rd Congress.—This is the President’s so-called 
reinsurance bill. The stated purpose of the bill is to “encourage 
and stimulate private initiative in making good and comprehen- 
sive health services generally accessible on reasonable terms,” 
through adequate health service prepayment plans to the maxi- 
mum number of people by establishing a 25 million dollar 
federal “Reinsurance Fund” in the Department of Health, Edu- 
cation, and Welfare. 

The position of the Association is approval of the stated 
objectives of the bill but opposition to the mechanism proposed 
and question as to the need for such a proposal. Our testimony 
stated that the American Medical Association has for many. 
years adhered to a policy which parallels the purpose of the bill 
and has long been in agreement that the most feasible method 
of accomplishing this result, for most of the people, is through 
voluntary health insurance. Our statement further indicated that 
“while it is reassuring to the medical profession to find that the 
official position of the government is one of trust and confidence 
in the ability of private initiative to solve existing problems in 
the field of medical care, it is questionable whether the mecha- 
nism suggested in S. 3114 is essential, and whether it will, in fact, 
accomplish the desired results.” The advisability of vesting such 
sweeping authority in the Secretary of Health, Education, and 
Welfare was questioned and the observation made that probably 
few, if any, insurance companies would use the plan. 

Status—tThis bill is pending before the Subcommitice on 
Health of the Senate Labor and Public Welfare Committee. 

H. R. 54, 83rd Congress.—The purpose of this bill is to 
authorize the appointment of “doctors of chiropractic” in the 
Department of Medicine and Surgery of the Veterans Adminis- 
tration. 

A written statement on the bill was submitted by Dr. George 
F. Lull on May 4, 1954, to the Committee on Veterans’ Affairs 
of the House of Representatives, indicating the strong opposi- 
tion of the Association to the proposal. The letter stated tha! 
chiropractic treatment is not based on scientific methods ani 
therefore should not properly be entitled to consideration as 
anything other than a cult. It was stated that the bill, if enacted, 
would permit the appointment of individuals with little or no 
qualifications, little or no knowledge of the medical sciences, 
and little or no scientific background in the Department ol 
Medicine and Surgery of the Veterans Administration. 
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Status.—The bill is presently pending before the Committee 
on Veterans’ Affairs of the House of Representatives. 

H. R. 303, 83rd Congress.—The purpose of the bill is to pro- 
vide for the transfer of the functions, responsibilities, and duties 
of the Department of the Interior and the Bureau of Indian 
Affairs relating to the health and hospitalization of Indians to 
the United States Public Health Service. 

A written statement was submitted by Dr. George F. Lull on 
May 24, 1954, to the Subcommitee on Indian Affairs of the 
Senate Committee on Interior and Insular Affairs. The position 
of the Association, as set forth in this statement is one of active 
approval. It is the belief of the Association that the transfer of 
such facilities to the United States Public Health Service would 
result in much-needed improvements in the health facilities and 
hospitals available to the Indian population of the United States. 
Administration of these installations by the Public Health Serv- 
ice would facilitate the recruitment of necessary physicians and 
allied health personnel and would insure a higher degree of 
medical care for the beneficiaries of the program. 

Status —The bill passed the House of Representatives on 
April 26, 1954; it was reported by the Senate Committee on 
Interior and Insular Affairs on June 1, 1954. 

H. R. 7199 (renumbered H. R. 9366), 83rd Congress.—The 
bill will, if enacted, provide for a variety of amendments to the 
Social Security Act. The two aspects of the proposal which are 
of interest to the medical profession are (1) the proposed com- 
pulsory coverage of physicians under Title II of the Social Se- 
curity Act and (2) the so-called waiver of premiums section. 

Dr. F. J. L. Blasingame testified on H. R. 7199 on April 6, 
1954, before the Ways and Means Committee of the House of 
Representatives. The position of the Association is one of oppo- 
sition to the two medical aspects of the bill as outlined. In 
June, 1949, and again in December, 1953, the House of 
Delegates adopted resolutions opposing the compulsory cover- 
age of physicians under the Old Age and Survivors Insurance 
provisions of the Social Security Act. The statement presented 
by the Association expressed the belief that no sound reason 
could be advanced for covering a group against their expressed 
wishes and that physicians would not benefit since the majority 
do not retire until after the age of 74. Dr. Blasingame also 
discussed in detail the reasons for opposing the “waiver of 
premiums” section. This section is opposed because it could 
become an entering wedge for the regimentation of the medical 
profession by creating a mechanism for the adoption of a fed- 
eral cash permanent and total disability benefit program, which 
in turn could lead to a full-fledged system of compulsory sick- 
ness insurance. The provisions in this bill cannot be appraised 
solely as an isolated detached effort to provide some measure 
of aid to the disabled worker. We believe that this and every 
other step in the direction of a compulsory sickness insurance 
system must be opposed. The Association advanced a suggestion 
for a new formula for computing Old Age and Survivors Insur- 
ance benefits which would protect the retirement benefits of 
individuals covered by the Social Security Act without the 
necessity for physical examinations. 

Status —On May 20, 1954, word was received that the Ways 
and Means Committee had voted to include in the bill compul- 
sory coverage of physicians. The reaction of physicians through- 
out the country to this action was so strong that on May 27 the 
Ways and Means Committee reconsidered and voted to elimi- 
nate physicians from the bill. The bill was reported as H. R. 
9366, and passed the House of Representatives on June 1, 1954. 
It was referred to the Finance Committee of the Senate, where 
it is now pending. 

H. R. 7341, 83rd Congress (superseded by H. R. 8149, 
above).—The purpose of this bill is to amend the Hospital Sur- 
vey and Construction Act, as amended, so as to provide assist- 
ance to the states in surveying the need for and in constructing 
diagnostic or treatment centers, hospitals for the chronically ill, 
rehabilitation facilities, and nursing homes. 

A letter on the bill was submited by Dr. George F. Lull on 
Feb. 3, 1954, to the Committee on Interstate and Foreign Com- 
merce, indicating conditional approval pending action by the 
Committee on Legislation and the Board of Trustees. This action 
was approved by the Board of Trustees on Feb. 15, 1954. 
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Status.—This bill (H. R. 7341) has been superseded by H. R. 
8149, which passed the House of Representatives and is pres- 
ently pending before the Senate Committee on Labor and 
Public Welfare. [See comments above under S. 2758 and H. R. 
8149.] 


H. R. 7397, 83rd Congress.—The stated purpose of this bill 
is to amend Section 314 of the Public Health Service Act, as 
amended, so as to extend and improve public health services 
and to provide for a better use of federal funds. 

Dr. George F. Lull submitted a letter on March 9, 1954, to 
the Committee on Interstate and Foreign Commerce, House 
of Representatives, indicating conditional approval of the 
measure. Specifically a number of recommendations for changes 
were made. For details see comments above regarding S. 2778, 
a similar bill. 

Status.—H. R. 7397 passed the House of Representatives on 
April 27, 1954, and is presently pending before the Senate Com- 
mittee on Labor and Public Welfare. Hearings have been held 
by the Senate Committee. 

H. R. 7700, 83rd Congress.—The stated purpose of the bill 
is to amend the Public Health Service Act to provide mortgage 
Joan insurance for hospitals and other medical facilities used 
in connnection with voluntary prepayment health plans. The 
bill would seek to achieve this purpose by authorizing the Sur- 
geon General of the United States Public Health Service, to 
provide, through the mechanism of a Federal Medical Facilities 
Mortgage Insurance Fund, federal mortgage insurance of private 
loans for the construction of additional hospitals and related 
medical facilities supplying voluntary, prepayment, group prac- 
tice medical care. 

Dr. George F. Lull submitted a letter on April 6, 1954, to the 
Committee on Interstate and Foreign Commerce of the House 
of Representatives outlining the opposition of the Association 
to the bill. The primary reason for this opposition is the fact 
that there is no demonstrated or proved need for this type of 
legislation. 

Status.—This bill is presently pending before the Commit- 
tee on Interstate and Foreign Commerce, House of Represent- 
atives. Hearings have been held. 

H. R. 7914 and S. 1748, 83rd Congress—The purpose of 
these two bills is to provide a federal charter for the National 
Fund for Medical Education. 

Dr. Louis H. Bauer testified on these bills on March 1, 1954, 
before a subcommittee of the House Judiciary Committee. The 
American Medical Association approves H. R. 7914; it objects 
to certain of the provisions of S. 1748. Specifically, H. R. 7914 
provides that the purposes of the corporation shall be to “raise 
from private sources, disperse and administer funds for medi- 
cal education and in connection therewith” to promote and 
foster certain named objectives, while S. 1748 does not include, 
as a stated purpose of the corporation, the raising and disburs- 
ing of funds from private sources. In addition, H. R. 7914 would 
provide for the inclusion of four physicians on the board of 
trustees of the corporation. 

Status.—S. 1748 passed the Senate on July 6, 1953. Both 
bills are now pending before the Committee on the Judiciary, 
House of Representatives. Hearings have been held. 

H. R. 8356, 83rd Congress.—This is the House companion 
bill to S. 3114, the President’s reinsurance proposal. 

Dr. David B. Allman testified on the bill on April 5, 1954, 
before the Committee on Interstate and Foreign Commerce of 
the House of Representatives. The position of the Association 
on H. R. 8356 is the same as outlined under S. 3114. 


Status.—The bill is presently pending before the House Inter- 
state and Foreign Commerce Committee. Hearings have been 
completed. 


H. R. 8789, 83rd Congress——The purpose of the bill is to 
amend subparagraph (c) of paragraph I, part I, of Veterans 
Regulation Numbered 1 (a), as amended, so as to provide that 
arthritis, psychoses, or multiple sclerosis developing a 10% or 
more degree of disability within three years from the date of 
separation from active service shall, in the absence of affirma- 
tive evidence to the contrary, be deemed to have been incurred 
in or aggravated by active service. At the present time, the 
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so-called presumptive period for each of these three diseases is 
as follows: arthritis, one year, and psychoses and multiple 
sclerosis, two years. 

A written statement was submitted by Dr. George F. Lull 
on May 7, 1954, to the Committee on Veterans’ Affairs of the 
House of Representatives opposing the bill. The American Medi- 
cal Association is opposed to this bill because it would extend 
further the present theory of legal “presumption of service con- 
nection” which we consider to be a scientifically and medically 
unsound approach to the problem of veterans’ medical care. 
The idea, or practice, of establishing a presumption that a speci- 
fied disease has resulted from or been aggravated by military 
service merely because it becomes 10% or more disabling with- 
in a given period of time after separation from service becomes 
increasingly unsound and unrealistic as the presumptive period 
is increased. The truth of the matter is that the question of 
whether a given disease, in a given individual, at a given time, 
is the result of, or was aggravated by, his military service is one 
which, from a medical viewpoint, should properly be answered 
on the basis of the facts in the individual case. 

Status.—This bill was reported favorably by the Committee 
on Veterans’ Affairs of the House of Representatives on May 
12, 1954. 

Fluoridation of Drinking Water—On May 10, 1954, Dr. 
George F. Lull submitted a written statement to the Committee 
on Interstate and Foreign Commerce of the House of Repre- 
sentatives on the subject of fluoridation of drinking water. The 
bill which the Committee is considering in this connection is 
H. R. 2341, 83rd Congress. 

The position of the Association, as outlined by Dr. Lull, is 
summarized as follows: “The American Medical Association 
in 1951, through its Councils on Pharmacy and Chemistry and 
Foods and Nutrition and the House of Delegates, reached the 
following conclusion with respect to fluoridation: Fluoridation 
of public water supplies in a concentration not exceeding one 
part per million is nontoxic and its principle is endorsed. The 
position of the Association has not changed since that time.” 

Status.—The bill is pending before the Interstate and Foreign 
Commerce Committee of the House of Representatives. Hear- 
ings have been held. 

Appropriations for Federal Civil Defense Administration.— 
On May 4, 1954, a written statement was sent by Dr. George 
F. Lull to the chairmen of the committees on appropriations, 
House of Representatives and Senate, urging that the amounts 
requested for medical activities of the Federal Civil Defense 
Administration be granted by the committees. Dr. Lull expressed 
the interest of the medical profession in an adequate medical 
civil defense program. 

Medical Research—On Oct. 1, 1953, Dr. Edward J. Mc- 
Cormick testified before the Committee on Interstate and 
Foreign Commerce, House of Representatives, on the general 
subject of medical research and progress. He offered the com- 
plete cooperation of the Association in the inquiry being con- 
ducted by the committee and discussed the activities of the 
Association in the field of research. 

Cancer Research—On Oct. 2, 1954, Dr. Paul Wermer, Sec- 
retary, Committee on Research, testified before the Committee 
on Interstate and Foreign Commerce of the House of Repre- 
sentatives on the specific activities of the American Medical 
Association in the field of cancer research. 

General Health Inquiry—On Jan. 28, 1954, Dr. Walter B. 
Martin testified at length before the Committee on Interstate 
and Foreign Commerce, House of Representatives, on the his- 
tory, activities, and accomplishments of the American Medical 
Association since its founding in 1847. 

Regional Legislative Conferences.—The dates and locations 
of six regional legislative conferences sponsored by the Com- 
mittee on Legislation are as follows: Jan. 23, 1954, San Fran- 
cisco; Jan. 24, 1954, Denver; Jan. 30, 1954, Dallas, Texas; Jan. 
31, 1954, Atlanta, Ga.; Feb. 6, 1954, Chicago; Feb. 13, 1954, 
New York. The meetings were informal and were called to 
discuss the most important medical issues to be considered dur- 
ing the second session of the 83rd Congress. 

It is the opinion of the committee that the conferences were 
extremely successful. Attendance was completely satisfactory, 
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and participation by those attending was active. At each confer- 
ence questionnaires were distributed requesting the views of 
those in attendance on the following four subjects: (1) extension 
of social security coverage to include physicians; (2) Bricker 
amendment; (3) veterans’ medical care; and (4) reinsurance. 

The committee wishes to express its appreciation to the Board 
of Trustees, the Washington Office, the officers and staff of the 
Association, and the state medical societies for their coopera- 
tion and assistance during the period covered by this report. 

(Note: No comment on Supplementary Report “A” on Legis- 
lative Matters was presented by the Reference Committee on 
Legislation and Public Relations.) 


B. COMMITTEE ON MEDICAL PRACTICES 

In conformity with the resolution on unethical practices intro- 
duced by Dr. John Burton of Oklahoma in the House of Dele- 
gates in December, 1953, and the report of the Reference Com- 
mittee on Miscellaneous Business, adopted by the House, the 
Board of Trustees appointed the following Committee on Medi- 
cal Practices: Drs. Stanley R. Truman, Chairman, Oakland, 
Calif.; Felix L. Butte, Dallas, Texas; John S. DeTar, Milan, 
Mich.; James Q. Graves, Monroe, La.; Ernest E. Irons, Chi- 
cago; Leland S. McKittrick, Brookline, Mass.; and Walter L. 
Palmer, Chicago. 

The committee met at Association headquarters in Chicago 
on Saturday, March 6, 1954, for a discussion of ways and means 
of implementing the action of the House and made a progress 
report to the Trustees at this meeting. 

The Board recommends that the committee be continued as 
constituted and wishes to report to the House that adequate 
finances will be made available for a thorough investigation of 
the entire problem. 


J. COMMITTEE ON BLOOD 

The Board of Trustees has authorized that the following re- 
port be made to the House of Delegates: 

After several conferences with appointed representatives of 
the American National Red Cross, the American Hospital Asso- 
ciation, the American Association of Blood Banks, and the 
American Society of Clinical Pathologists, the Committee on 
Blood has submitted a proposed plan for a National Blood Foun- 
dation as authorized by the Resolution on Blood Banking at the 
June, 1953, meeting of the House of Delegates, known as the 
Ludwig Resolution. 

The Board would emphasize: (1) that each and every one 
of the items of policy as adopted by the House of Delegates 
has been incorporated in the principles of the contemplated 
National Blood Program; (2) the intent of the Association in 
participating in the proposed National Blood Program as con- 
tained in the following paragraph of the report: “The Com- 
mittee’s intent has been to aid in establishing an arrangement 
leading to the closest cooperation between the various blood 
banking systems so that the widest, most efficient and economi- 
cal supply of safe, usable blood and its derivatives would be 
made available to the American people. To achieve this end 
will be laborious and beset with difficulties. The program con- 
templated is entirely voluntary and therefore its success will 
require the active cooperation of the great majority of blood 
banking facilities”; and (3) The paragraph of the committee 
report which states: “It is not the intention of the Committce 
on Blood to recommend that the American Medical Association 
should be actively engaged in the operation of the proposed 
agency, but rather that the agency should be an entirely sepa- 
rate and independent organization.” 

Participation in the proposed plan must await consideration 
of the financial obligations the Association will be required to 
assume and the legal implications, if any. 


REPORT OF COMMITTEE ON BLOOD 

Dr. Leonard W. Larson, Chairman, read the following report: 

National Blood Program.—A plan for a National Blood Pro- 
gram developed and unanimously approved by appointed rep- 
resentatives of the American National Red Cross, the American 
Hospital Association, the American Association of Blood Banks, 
the American Society of Clinical Pathologists, and your Com- 
mittee on Blood, is presented to the Board of Trustees. 
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The Committee on Blood in approving this plan and recom- 
mending it for consideration by the Board of Trustees wishes to 
make clear that the legal obligations, if any, assumed by the 
Association by possible sponsorship of this plan, have not been 
determined. The representatives of the Committee on Blood 
have been guided throughout the period of negotiations by the 
principles on blood banking adopted by the House of Delegates 
of the American Medical Association. Succinctly reviewed, these 
principles provide: (1) determination by the county or district 
medical society of the type of blood banking facility to service 
their area (1948, 1952, and 1953 June sessions); (2) medical 
policies of blood banking to be under the jurisdiction of medi- 
cal groups (June, 1953); (3) blood replacement responsibility by 
the recipient’s relatives, friends, place of employment, or affili- 
ation (June, 1950, December, 1950 and 1951, and June, 1953); 
(4) unit for unit exchange of blood between blood banks (June, 
1950, and December, 1950); (5) nonprofit operation with pro- 
vision for assessing all service costs to the recipient (June, 1952, 
and 1953); and (6) accreditation of Blood Banks (June, 1950). 

Each and every one of these principles has been incorporated 
into the contemplated National Blood Program. The Commit- 
tee on Blood, therefore, feels that it has acted within the spirit 
and framework of the principles expressed by the House of 
Delegates in past sessions. 

The committee’s intent has been to aid in establishing an 
arrangement leading to the closest cooperation between the vari- 
ous blood banking systems so that the widest, most efficient 
and economical supply of safe, usable blood and its derivatives 
would be made available to the American people. To achieve 
this end will be laborious and beset with difficulties. The pro- 
gram contemphted is entirely voluntary, and therefore its suc- 
cess will require the active cooperation of the great majority 
of blood banking facilities. 

Since the National Blood Program has no present sources 
of revenue, it will be necessary for the sponsoring agencies to 
support it during its formative years. For the initial year of 
operation a tentative budget ranging from $40,000 to $50,000 
seems required. By present indications, at least 40% ($16,000- 
$20,000) would be necessary as a contribution from the Ameri- 
can Medical Association; the American National Red Cross has 
agreed to match the Association’s ,contribution. In succeeding 
years some support will be required, it is hoped in decreasing 
amounts and that the plan would become self-supporting in five 
years. 

It is not the intention of the Committee on Blood to recom- 
mend that the American Medical Association be actively en- 
gaged in the operation of the proposed agency but rather that 
the agency be an entirely separate and independent organiza- 
tion. 

Constituent and Component Society Committees on Blood.— 
The Committee on Blood recommends that constituent and 
component societies continue their efforts to stimulate the estab- 
lishment of blood banking facilities where needed in their areas. 
Attention is directed, also, to the fact that there are some 
societies that have not, as yet, organized blood committees. 


Q. INTERNATIONAL MEDICAL Law 
The World Medical Association has called our attention to 
the efforts of certain international groups with governmental 
interests to establish a code of international medical law to 
govern the activities of physicians in both peace and war. The 
World Medical Association has insisted that any such code must 
primarily be based on medical ethics and that the physicians 
of the world are the only ones competent to draft such a code. 
There already exists an International Code of Medical Ethics, 
adopted by the World Medical Association, which has been 
approved by this House of Delegates and by 45 other national 
medical associations. The World Medical Association feels that 
this code should form the basis of discussion. It opposes the 
attempts of governmental agencies or nonmedical groups to 
draft any such code. 
The Board of Trustees suggests that this House of Delegates 
give approval to the efforts of the World Medical Association 
to protect the interests of medicine and the rights of physicians. 
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REPORT OF REFERENCE COMMITTEE 
ON MISCELLANEOUS BUSINESS 


Dr. R. J. Azzari, Chairman, submitted the following report, 
which was adopted: 

Supplementary Report of Board of Trustees “B” on Commit- 
tee on Medical Practices —Your reference committee recom- 
mends approval of the report. 

Supplementary Report of Board of Trustees “J” on Commit- 
tee on Blood.—Your reference committee considered resolu- 
tion no. 49, introduced by the Arizona delegate, and resolution 
no. 57, introduced by the Texas delegation, conjointly with the 
supplementary report since the resolutions dealt with the same 
subject. Both resolutions were identical with but one minor ex- 
ception and, if adopted, would direct the American Medical 
Association to reexamine its position and viewpoint concerning 
the proposed National Blood Foundation, because the purposes 
of the proposed plan failed to reserve to the county or district 
medical society the right to pass on the policies and procedures 
of local blood banking facilities. In addition, both resolutions 
object to a system of accreditation of blood banks by the pro- 
posed foundation, but the Texas resolution specified that this 
should not be regarded as precluding the possibility of such 
accreditation by the American Medical Association. 

The chairman and several members of the Committee on 
Blood testified in support of the supplementary report of the 
Board of Trustees and pointed out that the proposed plan con- 
tained the following statements among its principles: “4. The 
development and expression of medical policies in blood bank- 
ing shall be the responsibility of the medical groups in the 
sponsoring organization,” and “5. Organization of new blood 
banking programs and modification of existing programs shall 
have the approval of the county or district medical society, and 
the local blood banks and hospitals.” 

After reviewing these statements in the proposed plan, your 
reference committee fails to see how local medical control of 
blood banking policies and procedures could possibly be 
jeopardized. 

In respect to the problem of accreditation of blood banks, 
your reference committee believes that it would be unwise for 
the American Medical Association to set up a separate accredit- 
ing body for the sole purpose of setting standards for and in- 
spection of blood banks. 

Your reference committee is of the opinion that the plan for 
the proposed National Blood Foundation contains the mecha- 
nism by which standards and accreditation of blood banks, on 
a voluntary basis, will be entirely the responsibility of the medi- 
cal profession as represented by the medical groups in the 
sponsoring organizations. 

Your reference committee learned that there is considerable 
apprehension lest one organization dominate the proposed Na- 
tional Blood Foundation. Your committee can find no basis for 
such apprehension, since the board of directors of the proposed 
organization would be composed of two members from each of 
the five sponsoring groups, three of these sponsoring agencies 
being professional medical societies. 

Your reference committee would call to the attention of the 
House of Delegates the following statement contained in the 
supplementary report of the Board of Trustees, to wit: “Par- 
ticipation in the proposed plan must await consideration of the 
financial obligations the Association would be required to assume 
and the legal implications, if any.” 

Your reference committee, noting that some constituent and 
component medical societies have not, as yet, organized com- 
mittees on blood, would urge the formation of such commit- 
tees at the earliest possible moment. Such local committees are 
the means by which medical aspects of blood banking in their 
respective areas are brought under proper medical control. 
Furthermore, such committees can assist in the establishment 
of needed blood banking facilities. 

In consideration of all the above, your reference committee 
recommends that the supplementary report of the Board of 
Trustees “J” be approved. 

Supplementary Report of Board of Trustees “Q” on Inter- 
national Medical Law.—Your reference committee recommends 
approval of the report. 
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C. Use oF Worp “REHABILITATION” 


The following report of the special committee on this subject 
was submitted to the Board of Trustees: 


At the December, 1953, session of the House of Delegates the Section 
on Orthopedic Surgery presented three resolutions which dealt with the 
deletion of the word “rehabilitation” from the names of the American 
Board, Section, and Council on Physical Medicine and Rehabilitation. On 
recommendation of the reference committee which considered these reso- 
lutions, a substitute resolution was adopted which instructed the Board 
of Trustees to appoint a special committee to consider the issues involved 
in these three resolutions and to report to the House of Delegates in June, 
1954, in terms of four specific questions: 

1. Should the Council on Physical Medicine and Rehabilitation be re- 
organized and renamed to indicate more clearly a primary function having 
to do with the investigation, standardization, and certification of medical 
equipment, apparatus and materials? 

2. Should another Council be formed properly representative of the 
various branches of medicine which are concerned with rehabilitation, 
such council to be named, the Council on Rehabilitation? 

3. Should the Section on Physical Medicine and Rehabilitation be 
renamed the Section on Physical Medicine? 

4. Should the American Board of Physical Medicine and Rehabilitation 
be renamed? 

The Board of Trustees appointed the following committee: Drs. E. Vin- 
cent Askey, Los Angeles; Hans H. Reese, Madison, Wis.; Edward L. 
Compere, Chicago; Charles T. Stone, Galveston, Texas; Frank H. Krusen, 
Rochester, Minn.; G. Henry Mundt, Chicago; and Julian P. Price, 
Florence, S. C., chairman. The committee met in Chicago on May 29, 
with all members present except Dr. Reese, who was unable to attend 
but who sent in suggestions subsequently. 

The committee realizes that the Council on Physical Medicine and 
Rehabilitation is a standing committee of the Board of Trustees and 
that any changes in the name, reorganization, or function of the Council 
must be made by the Board. This committee, therefore, expresses opinions 
and makes suggestions with the understanding that these will be trans- 
mitted to the Board of Trustees, if the House of Delegates so votes. 

The committee considered each question with full and free discussion. 
After several hours of debate the following answers to the questions were 
agreed upon and are herewith presented to the House of Delegates: 

Question 1. The committee is of the opinion that the Council should be 
renamed to indicate more clearly the primary function as outlined in the 
question. Names which members of the committee present for consider- 
ation are “Council on Medical Physics and Apparatus,” ‘Council on 
Physics and Medical Apparatus,” “Council on Biophysics and Medical 
Apparatus,” “Council on Physical Medicine and Applied Biophysics,” and 
“Council on Medical Apparatus.” 

The present Council on Physical Medicine and Rehabilitation has been 
assigned certain definite work and has done its work well. If the name of 
the Council is changed the committee believes that the Board of Trustees 
should decide whether the work of the Council should be limited to the 
prime function of appraising equipment and apparatus, which at present 
constitutes 90% of its activity, or whether it should continue to perform 
those other duties previously assigned to it by the Board of Trustees. 

Question 2. There are many factors involved in the broad and expanding 
field of rehabilitation—it reaches into various branches of medical practice 
and it concerns itself with not only physical and mental but also economic 
and social problems. Just what part the American Medical Association 
should take and how far it should go in the evaluation of activities and 
dissemination of information in this field is a question which should be 
given careful study. The committee suggests, therefore, that its present 
study be continued so that consultation may be had and information and 
suggestions secured from those various national organizations which are 
primarily concerned with this problem and from the Board of Trustees, 
the Council on Physical Medicine and Rehabilitation, and other commit- 
tees and members of the Association. 

Question 3. This question also requires more study, and the committee 
is not in a position to give any answer at this time. 

Question 4. Again, extensive study is needed before any definite conclu- 
sion can be drawn. The committee is unable to give an answer at this 
time. 


The Board of Trustees has given careful consideration to the 
report of this special committee. The Board acknowledges the 
complexity of the problems under consideration and appreciates 
the efforts the committee has made to bring in a partial answer 
at this time. The Board feels, however, that to change the name 
of a council at this time would be unwise. The American Medical 
Association is vitally concerned with what is being done in the 
field of rehabilitation and is convinced that it should continue 
to have a part in that work through a council. The Board of 
Trustees recommends, therefore, that this report be received 
as information only and that the committee be continued with 
instructions to devote further study to the problem and to bring 
in a further report at the December, 1954, meeting. 





J.A.M.A., July 17, 1954 


REPORT OF REFERENCE COMMITTEE ON 
SECTIONS AND SECTION WORK 


Dr. Willard A. Wright, Chairman, submitted the following 
report, which was adopted: 


Supplementary Report of Board of Trustees “C” on Use of 
the Word “Rehabilitation.”—Y our reference committee also had 
referred to it that portion of the supplementary report of the 
Board of Trustees on the use of the word “rehabilitation.” This 
report consists of two portions, one being a report of the special 
committee, consisting of Drs. Vincent Askey, Hans Reese, 
Edward L. Compere, Charles T. Stone, Frank H. Krusen, G., 
Henry Mundt, and Julian P. Price, chairman. The report of this 
special committee points up the fact that there is now an in- 
creasing general interest in the subject of rehabilitation by 
professional, lay, and governmental agencies, and that the word 
has come to have a very broad meaning. The report of this 
special committee clearly indicates that further study is definitely 
required before any change is made in either the name or the 
function of the Council on Physical Medicine and Rehabilitation. 
Furthermore, your committee is informed that the Board of 
Trustees has under consideration some reorganization of various 
councils and bureaus and that a further meeting of this special 
committee will be held in October. 

The second portion of the report consists of the recommenda- 
tion of the Board of Trustees. 

Representatives of the sections interested in this situation 
appeared before your reference committee and expressed agree- 
ment with the recommendation of the Board of Trustees. Your 
committee recommends that this recommendation of the Board 
be adopted, and that a further report be presented to this house 
at the December meeting. 


D. MEETING OF LEGAL COUNSEL 

The Board of Trustees at a recent meeting voted to invite legal 
counsel of the various state medical societies to a meeting in 
Chicago. The purpose of the meeting is to study and discuss new 
statutes and court decisions, which require constant analysis in 
order to determine the effect on professional activities. Through 
a full interchange of ideas, legal counsel will be better able to 
advise the American Medical Association and the various state 
societies. 

The timeliness of this méeting is indicated by recent develop- 
ments in the antitrust field. Representatives of the federal govern- 
ment have recently inquired concerning the operation and effect 
of a few practices engaged in by the profession. Our attorney 
advises us that the law in this field is highly technical and is 
vague and uncertain in a great many respects. Our constant 
objective has been advancement of the profession and public 
health, and we intend to do our utmost to attain that goal. In 
working toward it, however, your Board belitves we should 
conduct our affairs so that no valid charge of illegal conduct can 
be made against us. We feel certain that state and territorial 
societies agree with us in this respect. The meeting probably will 
be held in late summer or early fall. This is presented to you 
so that you can be informed in advance of the issuance of the 
invitations to your state societies. 


E. DEFINITION AND SCOPE OF ORAL SURGERY 


In June, 1953, in response to the recommendation of the 
Reference Committee on Medical Education and Hospitals, 
adopted by the House of Delegates in June, 1952, that “the 
Board of Trustees confer with the American Board of 
Oral (Dental) Surgery to the end that a clear definition of medical 
and dental services be established,” the Board of Trustees sub- 
mitted the following statement to the House: 


“. , . that the oral (dental) surgeon be assigned to the surgical service 
of a hospital and perform such professional duties as the chief of the 
surgical service directed.” 


The Reference Committee on Medical Education and Hos- 
pitals recommended several amendments. The statement, as 
finally adopted by the House of Delegates, read: 

“. . , that the oral (dental) surgeon be assigned to a surgical service 
of a hospital and perform such professional duties as the chief of the 
surgical service directed. 

“Dental-oral surgery is to be limited to the diseases of the teeth and 
jaws and lesions of contiguous soft tissue related to diseases of the teeth 
and jaws but excluding malignancies.” 
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The American Dental Association submitted a lengthy state- 
ment indicating that the definition adopted by the House of 
Delegates was not acceptable to it. The Board at its meeting in 
February, 1954, considered the statement and authorized a 
conference with representatives of the ADA in an attempt to 
resolve the matter. A meeting was held on April 1, 1954, at 
American Medical Association headquarters with representatives 
of the American Dental Association, its committees, and Ameri- 
can Board of Oral Surgery and with the following members of 
the Board of Trustees present: Drs. Gunnar Gundersen, Chair- 
man, Leonard W. Larson, E. J. McCormick, and Dwight H. 
Murray, ex Officio. 

Following discussion, which was limited to the definition and 
scope of oral surgery with especial attention to the action in this 
regard of the house of delegates of the American Dental Associ- 
ation, the committee of the Board voted to accept the definition 
as adopted by the American Dental Association at its meeting 
on Sept. 30, 1953: 


“The specialty of oral surgery is that part of dental practice which deals 
with the diagnosis, the surgical and adjunctive treatment of the diseases, 
injuries, and defects of the human jaws and associated structures. 

“The scope of the specialty of oral surgery shall include the diagnosis, 
the surgical and adjunctive treatment of the diseases, injuries, and defects 
of the human jaws and associated structures within the limits of the pro- 
fessional qualifications and training of the individual practitioner and 
within the limits of agreements made at the local level by those concerned 
with the total health care of the patient.” 


The Board of Trustees discussed and approved the recom- 
mendation of its special committee and is submitting the above 
for consideration and action by the House of Delegates. 


I]. REPORT OF THE COMMITTEE FOR THE STUDY OF 
RELATIONS BETWEEN OSTEOPATHY AND MEDICINE 


The following report was submitted to the Board of Trustees 
by the Committee for the Study of Relations Between Osteop- 
athy and Medicine and, after consideration, was approved by 
the Board: 


The Committee was created by the House of Delegates in June, 1952, 
and originally consisted of Drs. F. J. L. Blasingame, Edwin S. Hamilton, 
and John W. Cline. In December, 1952, Drs. E. Vincent Askey and Arch 
Walls were added. In June, 1953, the latter two were replaced by Drs. 
James Z. Appel and Julian Price. 

Prior to the Annual Meeting in 1953, the committee, as then constituted, 
conducted an investigation of osteopathy and rendered a report to the 
Board of Trustees and to the House of Delegates. The report was as 
factual and accurate as it was possible to make. It has been under con- 
sideration for one year. The report has been subjected to criticism which 
has been both valid and invalid. Under certain circumstances, probably 
because of lack of information, the recommendations of the report have 
been misunderstood. 

The principal sound criticism of the report is that the committee was 
compelled to rely on indirect evidence concerning the nature and scope 
of education in osteopathic schools. In the area of the basic sciences this 
defect was partially offset by the results of examinations in these subjects 
in the jurisdictions requiring them. In the clinical fields the material for 
evaluation was entirely indirect in nature. During the past year the 
committee has been furnished with additional information such as the 
various recognitions of osteopathy at the national level, a list of articles 
by osteopathic authors published in medical and paramedical journals, and 
a list of educational institutions which accept osteopathic education in 
the completion of requirements for baccalaureate degrees. These items, 
however, are also indirect evidence. 

The functions of the committee are to study the relations between 
osteopathy and medicine and to suggest methods of improving those 
relations when possible. The committee believes both functions to be 
important. Significant improvement in the relations between the two 
professions is dependent on action which would make doctors of miedicine 
available as teachers in schools of osteopathy and which would permit the 
State medical associations faced by dissimilar conditions to determine the 
relationship of their members to the osteopathic profession within the 
respective state. 

The justification or lack of justification of the “‘cultist’” appellation of 
modern osteopathic education could be settled with finality and to the 
Satisfaction of most fair-minded individuals by direct on-campus observa- 
tion and study of osteopathic schools. The committee, therefore, proposed 
to the Conference Committee of the American Osteopathic Association 
that it obtain permission for the Committee for the Study of Relations 
Between Osteopathy and Medicine to visit schools of osteopathy for this 
purpose. It was agreed that each school would be visited by two members 
of the committee accompanied by a person of established experience in 
inspection of medical schools. The studies would be of sufficient duration, 
breadth, and depth to establish the nature and scope of the educational 
Program and determine the quality of medical education provided. The 
Conference Committee favorably recommended this proposal to the board 
of trustees of the American Osteopathic Association, which considered 
it at a special meeting on Feb. 6-7, 1954. It has referred the question to 
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its house of delegates, which will act on the proposal in July, 1954. If 
the action of the house of delegates of the American Osteopathic Asso- 
ciation be favorable, the on-campus observations can be carried out in 
the fall of this year. 

The committee is of the opinion that no constructive purpose would be 
served by further meetings with the Conference Committee of the Ameri- 
can Osteopathic Association unless such meetings were devoted to the 
development of mechanisms for acquisition of direct information con- 
cerning the nature, scope, and quality of education in schools of oste- 
opathy. 

The Committee therefore recommends: 1. That no action be taken on 
the report at this time and that final action be deferred until December, 
1954; 2. That the Committee be continued until December, 1954, in order 
to be available to evaluate education in schools of osteopathy should the 
house of delegates of the American Osteopathic Association act favorably 
on the recommendation of its Conference Committee. 


N. REGISTRATION OF HOSPITALS 


A resolution concerned with the discontinuation of the regis- 
tration of hospitals by the Council on Medical Education and 
Hospitals was submitted by the Council to the Board of Trustees 
and was approved by the Board. The following report, embody- 
ing the content of the resolution, is being submitted to the 
House of Delegates for its action: 

The primary function of the Council on Medical Education 
and Hospitals is the improvement of educational standards at 
the various levels of medical education. Inasmuch as the regis- 
tration of hospitals does not directly involve programs of 
medical education and the Joint Commission on Accreditation 
of Hospitals is concerned with hospital standards apart from 
medical education and is in a position to carry out the regis- 
tration of hospitals more effectively than is the Council, it is 
recommended that: (1) the registration of hospitals by the Coun- 
cil be discontinued; (2) the Joint Commission on Accreditation 
of Hospitals be requested to undertake registration of hospitals 
in addition to its present accreditation activities; (3) the Council 
continue its statistical studies of matters relating to hospitals at 
least until such time as details of transfer be worked out; and 
(4) the “Essentials of a Registered Hospital” be declared no 
longer in effect. 


O. REPORT OF COMMITTEE ON EVALUATION OF FOREIGN 
MEDICAL SCHOOL GRADUATES 


For the information of the House of Delegates, the Board of 
Trustees wishes to report that a committee was appointed to give 
consideration to the subject of the evaluation of foreign medi- 
cal schools, namely, Drs. E. S. Hamilton, Julian P. Price, Victor 
Johnson, Charles T. Stone, and Thomas P. Murdock, chairman. 

The committee met at the Palace Hotel in San Francisco on 
June 17, 1954, at 10:00 a. m. at which meeting, by invitation, 
there were present also Dr. Francis Smyth of the Association 
of American Medical Colleges, Dr. Stiles D’Ezell of the Federa- 
tion of State Medical Boards, Dr. John Hubbard, Dr. Robert 
Moore, and Dr. Creighton Barker of the National Board of 
Medical Examiners, and submitted the following report to the 
Board, which was approved: 


For some time prior to the appointment of the Trustees’ committee, the 
Council on Medical Education and Hospitals had a liaison committee 
working with other groups on this subject. At the time of the appointment 
of the Trustees’ committee, Dr. Wiggins of the Council on Medical 
Education and Hospitals asked if it was the wish of the Trustees that 
the liaison committee be discontinued. He was told that the committee 
would appreciate it if the liaison committee would continue as a task 
force of the Trustees’ committee. 

The last meeting of the liaison committee was held in Washington on 
April 30. The meeting was largely attended with many allied organizations 
represented. The subject was explored generally, and one of the suggested 
approaches made was that rather than evaluate the schools, the individual 
graduates be evaluated. Later that day, representatives of the Federation 
of State Medical Boards met at the invitation of Dr. Walter L. Bierring 
and decided to accept the challenge and to recommend to the federation 
that the job be done by it and that the central office be set up in Chicago 
in connection with the Association of American Medical Colleges. It was 
proposed that a budget of about $50,000 would be needed and that this 
be obtained from the American Medical Association, the Association of 
American Medical Colleges, and four foundations. After a period of a 
few years the fees for screening would cover a large part of the budget. 
It must be made clear at this time that this proposal has not been acted 
on as yet by the federation. 

At our meeting on June 17 the subject of evaluation of foreign medical 
schools was thoroughly discussed, and it was the feeling of those present 
that it was probably physically impossible of accomplishment and that 
the cost would be prohibitive. It was brought out that there was danger 
in this approach because some of these schools are agencies of government 
and this might mean intergovernmental representations. Later on, the 
chairman discussed the question of cost with Dr. Edward L. Turner, who 
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felt that this would be between $100,000 and $200,000 for the original 
surveys, depending on the number of schools appraised, and subsequent 
appraisals would be proportionately costly. 

The question of screening individual graduates met with general 
approval. Many phases of this proposal were discussed and while this 
method is perhaps not perfect, it is probably the best approach to the 
difficult situation. 

Your committee therefore makes the following recommendations: 


(1) That this problem be referred back to the Council on Medical 
Education and Hospitals for continued general study including the follow- 
ing specific proposals: (A) That the American Medical Association spark- 
plug the formation of a commission to be known as the Joint Commission 
on Evaluation of Foreign Medical Graduates; (B) The Commission to be 
made up of five members of the American Medical Association, four 
from the Federation of State Medical Boards, three from the Association 
of American Medical Colleges, and three from the American Hospital 
Association; the Council to contact immediately the allied organizations 
regarding this matter; the organization to be housed if possible at Ameri- 
can Medical Association headquarters; and (C) (a) That an agency be 
used to determine by examination the professional fitness of the applicants, 
and (5) that a method of screening the applicants be formulated; 


(2) That an attempt be made to determine the required budget and that 
the larger portion of this be borne by the American Medical Association 
and smaller amounts by the allied organizations; 

(3) The question of states rights in this matter is important. It must be 
clearly understood that the only duty of the commission is to determine 
the general fitness of the applicants. The states should be given the 
opportunity of utilizing the results of this screening process if desired; 


(4) The Council to report its progress to the Trustees at the December 
meeting; 
(5) The discharge of the committee. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 

Dr. W. Andrew Bunten, Chairman, presented the following 
report, which was adopted: 

Supplementary Report of Board of Trustees “E” on Definition 
and Scope of Oral Surgery.—The supplementary report “E” of 
the Board of Trustees deals with the definition and scope of oral 
surgery. Your committee recommends no action in regard to 
the definition approved by the Board of Trustees on recommen- 
dation of its special committee. However, your committee does 
recommend that the Board of Trustees appoint a committee 
representing all interests involved, including the Section on 
Laryngology, Otology and Rhinology, for the purpose of develop- 
ing mutual understanding and agreement in regard to this im- 
portant matter. 

Supplementary Report of Board of Trustees “I” on Report of 
Committee for the Study of Relations Between Osteopathy and 
Medicine, and Resolutions Nos. 4, 12, 17, and 28.—The supple- 
mentary report of the Board of Trustees “I,” dealing with the 
relations between osteopathy and medicine, was considered along 
with related resolutions on this problem. The report of the Board 
appears to meet the needs of the several resolutions submitted. 
Your committee therefore recommends that the report of the 
Board of Trustees on this subject be adopted, and that no action 
be taken on resolutions nos. 4, 12, 17, and 28 from the Texas, 
Kansas, Tennessee, and Oregon delegations respectively. 

Supplementary Report of Board of Trustees “N” on Regis- 
tration of Hospitals —Your committee recommends approval of 
the supplementary report of the Board of Trustees “N,” which 
calls for discontinuation of the registration of hospitals by the 
Council on Medical Education and Hospitals and which requests 
that the Joint Commission on the Accreditation of Hospitals be 
requested to undertake the registration of hospitals in addition 
to its present accreditation activities. 

Supplementary Report of Board of Trustees “O” on Report 
of Committee on Evaluation of Foreign Medical School Gradu- 
ates, and Resolutions Nos. 27, 38, and 54.—Much of your refer- 
ence committee’s time was devoted to the supplementary report 
of the Board of Trustees “O” and resolutions nos. 27, 38, and 
54, from Illinois, California, and Connecticut, concerning for- 
eign medical graduates. Helpful information was presented. by 
representatives of the various state medical societies, state medi- 
cal licensing boards, members of the Council on Medical 
Education and Hospitals, and others. It is the recommendation 
of your reference committee that the intent and aims of this 
supplementary report and the three resolutions can best be met 
by referring the entire problem to the Council on Medical Edu- 
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cation and Hospitals for further study. It is recommended that 
the Council report at the interim session in 1954 regarding the 
progress relative to this study. 

Your committee recommends that this conclusion be sub- 
stituted for the supplementary report of the Board of Trustees 
and resolutions nos. 27, 38, and 54. 


F. HEALTH ACTIVITIES OF THE FEDERAL CIVIL 
DEFENSE ADMINISTRATION 

The Council on National Defense, formerly the Council on 
National Emergency Medical Service, following its meeting in 
April, 1954, submitted the following resolution on the health 
activities of the Federal Civil Defense Administration to the 
Board of Trustees: 

Wuereas, The medical and health activities of the Federal Civil Defense 
Administration are one of the most, if not the most important functions of 
the agency; and 


WHEREAS, The proper operation of the division of the Federal Civil 
Defense Administration charged with responsibilities in the health field is 
dependent on sufficient authority and status within the agency; and 


WuHeRrEAS, The need for complete and sound medical planning has be- 
come increasingly urgent and important with the recent developments in 
atomic and hydrogen weapons and the deterioration of the international 
situation; and 

Wuereas, During the past year there has been a gradual “down-grading” 
in the authority, responsibility, and organizational status of the Health 
Division of the Federal Civil Defense Administration; therefore be it 


Resolved, That the American Medical Association request the Adminis- 
trator of the Federal Civil Defense Administration to reexamine the posi- 
tion of the Health Division and that he be requested further to elevate 
that division to the status commensurate with its obligations and responsi- 
bilities. 

The Board is in agreement with the resolution of the Council 
and recommends to the House of Delegates that the Adminis- 
trator of the Federal Civil Defense Administration be requested 
to reexamine the position of the Health Division and to elevate 
that division to the status commensurate with its obligations 
and responsibilities, 


G. CaLL-Up oF PHySICIANS UNDER THE 
“Doctor-DRAFT” Law 


The following resolution on the call-up of physicians under 
the “Doctor-Draft” law was submitted by the Council on Na- 
tional Defense to the Board of Trustees: 

Wuereas, Reports of the Office of Defense Mobilization and the Na- 
tional Medical Advisory Committee to the Selective Service System indi- 
cate that approximately 1,000 physicians are scheduled to be called to 
military service during the second calendar quarter of 1955; and 

WHEREAS, The surveys of these same agencies indicate that there will 
be a sufficient number of physicians finishing internship and residency 
training around July 1, 1955, to satisfy the requirement of the armed 
forces; and 

WHEREAS, The physicians finishing training as of that time have for the 
most part little or no previous military service and are liable under the 
basic Selective Service Act; and 

WHEREAS, The call-up of 1,000 physicians at that time under the pro- 
visions of the “‘Doctor-Draft’”” law would unnecessarily disrupt the lives 
and practices of the physicians involved; therefore be it 

Resolved, That the American Medical Association request the Director 
of the Office of Defense Mobilization to defer the induction or involun- 
tary recall of physicians during the second quarter of 1955 other than 
those liable under the basic Selective Service Act. 


The Board wishes to recommend to the House that the Asso- 
ciation request the Director of the Office of Defense Mobiliza- 
tion to defer the induction or involuntary recall of physicians 
during the second quarter of 1955 other than those liable under 
the basic Selective Service Act. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL MILITARY AFFAIRS 

Dr. Bernard Klein, Chairman, presented the following report, 
which was adopted: 

The Supplementary Report of the Board of Trustees “F” on 
Health Activities of the Federal Civil Defense Administration 
has been considered. Your reference committee is in full agree- 
ment with this report and recommends its adoption. 

Your reference committee reviewed the Supplementary Re- 
port of the Board of Trustees “G” on Call-Up of Physicians 
Under the “Doctor-Draft” Law. Your committee has given care- 
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ful consideration to this report and is in accord with its basic 
principle. Your committee realizes, however, that the basic 
needs of the armed forces are paramount. It recommends, there- 
fore, inserting after the word “defer” in the Board’s recommen- 
dation the words, “if practicable.” The recommendation would 
then read as follows: “The Board wishes to recommend to the 
House that the Association request the Director of the Office 
of Defense Mobilization to defer, if practicable, the induction 
or involuntary recall of physicians during the second quarter 
of i955 other than those liable under the basic Selective Service 
Act.” 
H. INVITATIONS FOR ANNUAL MEETINGS 

The Board wishes to report that for the 1957 Annual Meet- 
ing of the Association invitations have been received from 
Atlantic City and San Francisco, and for the 1958 Annual Meet- 
ing, from Atlantic City and New York. Accommodations in the 
three cities are adequate for a meeting of the Association. 

The meetings already scheduled are as follows: 

Annual Meetings: 1955, Atlantic City; 1956, Chicago. 

Clinical Meetings: 1954, Miami; 1955, Boston; and 1956, 
Seattle. 

P. APPRECIATION 

Dr. McCormick and Dr. Martin have attempted during the 
past year to visit any society that has asked for such a visit. 
They have covered many thousands of miles and have talked 
to many thousands of persons. The value of the information 
about the Association and organized medicine which they have 
imparted to the American public cannot be overestimated. 

As the report of the Committee on Legislation indicates, there 
were many matters that required several visits to Washington 
and appearances before the committees of the Congress on the 
part of the members of the Board. It is my opinion that the 
testimony given before the committees has been very capably 
done, and many of the witnesses have been complimented by 
members of the Congress on their presentations. As you may 
know, written testimony is prepared by the headquarters staff, 
and it is necessary to present 75 copies to the congressional 
committee in advance of our appearance. All of these and many 
other details demanding daily attention are performed cheer- 
fully and capably by the members of our staff. 

We should also like to express appreciation to the intelligent 
and hard-working individuals who make up our councils and 
committees for their diligence in performance of the duties im- 
posed on them by virtue of their membership on these groups. 
They contribute immeasurably to the smooth operation of our 
organization. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES 
AND SECRETARY 

Dr. Eugene F. Hoffman, Chairman, submitted the following 
report, which was adopted: 

Supplementary Report of Board of Trustees “H” on Invita- 
tions for Annual Meetings.—Insofar as it has been customary 
that the House select by ballot the meeting place of the Annual 
Meeting, your committee is returning this portion of the re- 
port of the Board of Trustees to the Speaker for his disposition. 

Supplementary Report of Board of Trustees “P” on Appreci- 
ation.—Your committee wishes to reemphasize and recognize 
the sacrifices made by Dr. McCormick and Dr. Martin. We are 
appreciative of the many hours spent by the Board of Trustees 
in our service. We wish to acknowledge the hard work and the 
cooperation of the many individuals composing the councils and 
the committees. Because of them we, the American Medical 
Association, have continued to grow in stature. 


K. PoLicy ON VETERANS’ MEDICINE 


The Board of Trustees, following the meeting of the House 
of Delegates last June, delegated the responsibility for conduct- 
ing the informational program with respect to the policy of 
the American Medical Association on veterans’ medicine to the 
Council on Medical Service, which, in turn, referred the pro- 
gram to its Committee on Federal Medical Services for imple- 
mentation. The Board wishes to recognize the effective program 


that this committee has conducted since that time in its regional 
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conferences and its planning for the future. The Board is not 
unaware of the fact that a few states have seen fit to adopt 
resolutions which conflict in varying degrees with the Associ- 
ation’s policy. It wishes to take this opportunity, therefore, to 
urge strongly that the vigorous, unequivocal, and reasonable 
policy enunciated by the House of Delegates in June, 1953, on 
recommendation of the Board of Trustees, be reaffirmed. It is 
the opinion of the Board that withdrawal from this firm policy 
at this time would vitiate all of the good that has been achieved 
and destroy the fine program that the Committee on Federal 
Medical Services of the Council on Medical Service has been 
conducting. 
L. DEPENDENT MEDICAL CARE 


The Board of Trustees, at a recent meeting, reconsidered the 
policy on dependent medical care (see THE JoURNAL, May 15, 
1954, page 283). The following statement should be substituted 
for the statement that appeared in THE JOURNAL: 

In December, 1953, the House of Delegates adopted a policy 
on dependent medical care which indicated approval of the 
provision of medical care for dependents of service personnel 
in military facilities and by physicians in uniform in overseas 
areas and in areas in the United States where civilian medical 
facilities and personnel are either unavailable or inadequate, but 
which opposed the drafting of physicians to provide medical 
care for the dependents of service personnel in areas where 
civilian facilities are available. 

At its meeting in February, 1954, the Board adopted a state- 
ment that medical care should be made available for dependents 
of service personnel in the following manner: 1. By military 
physicians in military facilities in overseas areas and in remote 
areas in the United States where civilian facilities are unavail- 
able. 2. By civilian physicians in civilian facilities in all other 
situations. 

In effect, this policy statement reaffirms the policy established 
by the House of Delegates in December, 1953. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. Thomas J. Danaher, Chairman, presented the following 
report, which was adopted: 

Supplementary Report of the Board of Trustees “K” on Policy 
on Veterans Medicine.—In this report the Board of Trustees 
recognizes the effective program that the Committee on Federal 
Medical Services has been carrying out and also its planning for 
the future. It urges that the policy enunciated by the House 
of Delegates in June, 1953, be reaffirmed. Your reference com- 
mittee considered this supplementary report. It is the opinion 
of the members that the report should be approved by the House 
of Delegates. 


Supplementary Report of Board of Trustees “L” on De- 
pendent Medical Care.—In this report the Board adopted a 
statement that “. . . medical care should be made available for 
dependents of service personnel in the following manner: (1) 
By military physicians in military facilities in overseas areas 
and in remote areas in the United States where civilian facilities 
are unavailable. (2) By civilian physicians in civilian facilities 
in ali other situations.” 

This policy statement reaffirms the policy statement of the 
House established in December, 1953. Your reference commit- 
tee considered this supplementary report and statements made 
by several physicians who were present at the hearing. It was 
the opinion of the reference committee that the House of Dele- 
gates should approve this supplementary report of the Board 
of Trustees. 


M. CHOICE OF PHYSICIAN UNDER 
WoORKMEN’S COMPENSATION 


Chapter VII, Section 4, page 24 of the Principles of Medi- 
cal Ethics of the American Medical Association reads: 


“Free choice of physician is defined as that degree of freedom in choosing 
a physician which can be exercised under usual conditions of employment 
between patients and physicians. The interjection of a third party who 
has a valid interest, or who intervenes between the physician and the 
patient does not per se cause a contract to be unethical. A third party 
has a valid interest when, by law or volition, the third party assumes 
legal responsibility and provides for the cost of medical care and indemnity 
for occupational disability.” 
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In December, 1952, the intent of a Resolution on the Right 
of Federal Employees to Obtain Personal Physician was en- 
dorsed by the House of Delegates. It was, however, pointed 
out by the Reference Committee that the matter was already 
under consideration by the Council on Industrial Health and 
its consultants on workmen’s compensation and that further re- 
ports would be made; it was recommended that the resolution 
be withheld, and the House adopted the recommendation of 
the reference committee. 

The Board of Trustees received a lengthy report, including 
several tabulations, on the choice of physician under workmen’s 
compensation with special reference to court practices under 
the federal Employees’ Compensation Act prepared by the Coun- 
cil on Industrial Health. This report is based on a survey of 
medical relations under workmen’s compensation laws subject 
to federal jurisdiction. The information was obtained through 
interviews with officials of the Bureau of Employees Compensa- 
‘tion, a survey by mail of state medical associations and com- 
pensation boards as well as reference to recent authoritative 
publications. 

The Council on Industrial Health recommended to the Board 
that no change be made at this time. It is the intent of the 
Council to submit a future report which will advance specific 
recommendations regarding choice of physician as well as other 
important aspects of medical relations in workmen’s compen- 
sation. 


REPORT OF REFERENCE COMMITTEE ON 
HYGIENE, PUBLIC HEALTH, AND 
INDUSTRIAL HEALTH 

Dr. Charles L. Farrell, Chairman, presented the following 
report, which was adopted: 

Supplementary Report of Board of Trustees “M” on Choice 
of Physician Under Workmen’s Compensation.—Your commit- 
tee concurs with the recommendation of the Board of Trustees. 


Report of Committee on General Practice Prior 
to Specialization 

Dr. Eli S. Jones, Acting Chairman, read the following report, 
which was referred to the Reference Committee on Medical 
Education and Hospitals: 

The Committee on General Practice Prior to Specialization 
reports progress in its activities. 

The committee has held several meetings and decided to send 
out a questionnaire to determine the reaction of accredited 
specialists to the problem. A pilot survey has been completed, 
and as a result of the pilot survey it was decided to conduct a 
survey of a large group. The questionnaires for this larger survey 
are about to be mailed. It is hoped that the results of this sur- 
vey and conclusions and recommendations to be drawn there- 
from will be available for presentation to the House of Dele- 
gates at its December meeting. 

The House is requested to authorize the continuance of the 
committee’s activities until that time. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 

Dr. W. Andrew Bunten, Chairman, presented the following 
report, which was adopted: 

Report of Committee on General Practice Prior to Specializa- 
tion.—The progress report of the Committee on General Prac- 
tice Prior to Specialization was received. Your committee rec- 
ommends that this report be approved and that the committee 
be continued. 


Progress Report of Ad Hoc Committee on Internships 

The following progress report of the Ad Hoc Committee on 
Internships was presented by Dr. George S. Klump, Chairman, 
and was referred to the Reference Committee on Medical Edu- 
cation and Hospitals: 

The special committee authorized by the House of Delegates 
in June, 1953, to study the general problems of intern training 
and placement was appointed in February, 1954. A telephone 
conference was held Feb. 17, 1954, for the purpose of outlining 
the course of future study and deciding what information was 
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needed. An all day meeting of the committee was held in Chi- 
cago, April 24, 1954. 

This is a progress report written immediately after the April 
meeting for the purpose of informing members of the House 
of Delegates regarding the areas of investigation covered by 
the Committee up to this time. Another meeting will be held 
in San Francisco on June 20, 1954. It is hoped that further 
progress may be reported at the 1954 Annual Meeting. 

The committee began its study by an intensive review of all 
proceedings of the House of Delegates from 1948 through 1953, 
This six year study included 13 separate sessions, during which 
there were reports by three special committees requested to study 
the general problem. These were the Bates Committee (1948), 
the Londrigan Committee (1950), and the Advisory Committee 
on Internships to the Council on Medical Education and Hos- 
pitals (1952). 

All of the reports of the Council on Medical Education and 
Hospitals, including the revised Essentials of an Approved 
Internship, have been thoroughly reviewed several times and 
discussed in detail. 

All resolutions bearing on internships have been studied re- 
gardless of their final disposition. These resolutions when re- 
viewed together fall into a pattern which permits an orderly 
summary of their general content. At a number of the sessions 
resolutions were introduced requesting a special study commit- 
tee with adequate representation of practicing physicians and/or 
general practitioners. Many of these urged speedy or immediate 
action by a committee or by the Council. Some of the resolu- 
tions were critical of the Council on Medical Education and 
Hospitals and expressed opinions that some of the Council’s 
actions were “arbitrary,” “prejudicial to private hospitals,” and 
implied “regimentation.” One resolution suggested abolishment 
of the Matching Plan and another that the “Essentials of an 
Approved Internship” be rescinded. Members of the House will 
remember that the “two-thirds rule’ was removed from the 
Essentials at the June, 1953, Annual Meeting. 

In an effort to be helpful some of the resolutions proposed 
the following: (1) postponement of the application of the Re- 
vised Essentials for three or four years; (2) an arbitrary reduc- 
tion in the quota allowed every approved hospital in accord- 
ance with the number of interns available; (3) allocation by bed 
capacity; (4) allocation by annual admissions; (5) two year in- 
ternship; and (6) establishment of quotas based on facilities for 
intern training. 

Additional source material has been reviewed: (1) Essentials 
of a Registered Hospital; (2) Standards for Hospital Accredita- 
tion; (3) Proceedings of the American Academy of General 
Practice; (4) Directory of Approved Internships and Residencies; 
(5) Fifty-third Annual Report on Medical Education in the 
United States and Canada; (6) Proceedings of the Annual Con- 
gress on Medical Education and Licensure; (7) Foreign Medi- 
cal Schools (revised to Feb. 6, 1953); (8) Hospital Service in 
the United States; (9) The House Staff Problem (//linois Medical 
Journal, February, 1954); (10) several articles explaining the 
Matching Plan and the results of its first three years of opera- 
tion; (11) several articles in the Journal of the Student Ameri- 
can Medical Association and a questionnaire that is now being 
sent to interns by local chapters of the association; (12) current 
policies of the Selective Service System; and (13) plans operat- 
ing in the Buffalo, New York, and Denver, Colorado, areas. 

The committee has requested and received comments from 
Dr. William Bates. The report of the late Dr. Londrigan is 
short and requires no further elucidations. The committee has 
studied the December, 1952, report of the Advisory Commit- 
tee to the Council as indicated above. It seemed desirable to 
review the minutes of the meetings of the Advisory Committee 
and of its several subcommittees. The Council executive has 
voluntarily offered to supply them. 

The sponsors of resolutions introduced at the 1953 annual 
and clinical meetings were requested to furnish their current 
thinking in a communication dated March 16, 1954. 

The 15 hospitals listed as not participating in the Matching 
Plan were sent a simple questionnaire. Fourteen responded. Five 
approved hospitals in Puerto Rico did not receive this question- 
naire. 
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A poll has been conducted of 53 constituent medical asso- 
ciations and, through the courtesy of Mr. George Bugbee, former 
Executive Director of the American Hospital Association, a 
poll of the state hospital associations. 

The committee has discussed and proposes to reexamine 
several facets not specifically detailed in any official actions of 
the House. It should be understood that these are mentioned 
solely for information; some of them appear to be unacceptable 
or unfeasible at this time: (1) increase the utilization of gradu- 
ates of foreign medical colleges; (2) voluntary action by hos- 
pitals as a whole to limit number of interns requested; (3) 
consideration of service or medically indigent beds as having 
priority for assignment of interns; and (4) voluntary limitation 
of requests for approved internships by some (a) affiliated hos- 
pitals and (b) federal hospitals; and (5) an acceptable modifica- 
tion of the present Revised Requirements of an Approved 
Internship. 

The committee is undertaking other studies and has also 
requested exploration of several areas which appear to offer 
some opportunity for negotiation regarding the number of 
approved internships. 

it should be reiterated that the committee is expressing no 
final opinions at this time. However, in view of the many reso- 
lutions expressing the interest of the House of Delegates in the 
activities of the Council on Medical Education and Hospitals, 
some clarification of the methods used by the Council may be 
helpful. The committee wishes to emphasize, as has often been 
done by reference committees, the wide scope and large volume 
of essential work performed in the interests of the public, the 
profession, and the hospitals which the Council has accom- 
plished and continues to accomplish. It requires more than a 
reading of the Council’s reports to understand all of its activities. 
The reports contain the final opinions and recommendations of 
the Council, but they do not inform the House adequately of 
the preliminary studies, the various alternatives considered, the 
joint studies and conferences with other groups nor of ideas 
and methods which have been thoroughly explored only to be 
discarded. The committee believes that had some of these mat- 
ters been fully presented, the members of the House would have 
been in a much better position to evaluate the Council’s 
activities. The committee is informed that the Council has never 
withdrawn approval of a hospital solely on the quantitative basis 
of number of admissions or number of beds. In dealing with 
hospitals the Council has evaluated each situation in the light 
of all of the individual circumstances. 

As the result of these preliminary investigations the committee 
is certain that it cannot, as had been previously suggested, “in- 
sure” that sufficient interns will elect to take their training in 
any hospital or in any class of hospitals, whatever classification 
may be used (beds, admissions, private or tax supported, affili- 
ated or unaffiliated, federal, or other). The committee believes 
that there is reason to investigate a number of approaches to 
the general problem and that the final conclusions may be help- 
ful in indicating how any approved hospital may reasonably 
expect to secure some interns. The committee will proceed under 
the assumptions that the House of Delegates trusts the collective 
judgment of the committee members and that the House expects 
a complete report of the blind alleys encountered as well as 
positive suggestions. The committee cannot “guarantee” results, 
but it can and does pledge an honest effort. 

The committee is appreciative and sincerely thanks all of the 
individuals who have contributed to its deliberations both in 
person and by correspondence. It is hoped that members of the 
House of Delegates and any member or group of members of 
the American Medical Association who have constructive ideas, 
whether they be positive or negative as applied to the present 
official standards, will present them to this committee. 


Supplementary Progress Report of Ad Hoc Committee 
on Internships 

Dr. George S. Klump, Chairman, read the following supple- 
mentary progress report, which also was referred to the Refer- 
ence Committee on Medical Education and Hospitals: 

A progress report detailing the methods of approach to the 
problems relating to intern training has been distributed well 
ahead of the Annual Meeting. This report was for information 
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and requires no additional comment from the committee at this 
time. 

The committee met both in the morning and the afternoon on 
June 20, 1954, in San Francisco. 

It was apparent, as a mass of material was reviewed, that the 
committee required a fixed point for ready reference in order 
to stay within the proper limits of its functions; namely, the 
problems of the internship. For the purposes of the committee, 
the following definition has been adopted: 

An internship is the fifth year of medical education. It is usually the first 
year of hospital experience immediately following the successful com- 
pletion of four years’ study in an approved medical college. It should 
provide adequate educational experience in at least three of these four 
major fields: medicine, surgery, obstetrics, and pediatrics. 


This committee requests consideration of this definition by 
the appropriate reference committee to assist its further delibera- 
tions. 

In considering the many facets of the general problem, the 
committee has endeavored to consider each solution suggested 
within the framework of policies previously enunciated by this 
House. Among these are the principles of free choice for all 
persons or corporate bodies involved, voluntary methods, and 
operation of the American competitive system. 

The committee has studied statistical material which indicates 
that of the 6,665 registered hospitals only 856, or 13.8%, are 
approved for intern training. These approved hospitals have 
20% of the hospital beds and account for a little over 43% of 
the total annual admissions. The committee believes, after review 
of current information, that there are approximately another 
800 to 900 hospitals which meet the minimum requirements 
regarding number of beds, admissions, etc., and might qualify 
but have not applied for approval for internship training. This 
would seem to imply lack of interest in a teaching program on 
the part of the medical staffs of these hospitals. This may be a 
major factor in the failure of a number of approved hospitals 
to receive an adequate number of interns. 

It is recognized that the standards for medical education and 
those for the accreditation of hospitals are constantly and 
properly under review. The evaluation methods of even a decade 
ago are largely inapplicable to current curricula. There is oppor- 
tunity for experiment and a display of initiative on the part of 
larger college-affiliated hospitals. In several communities this 
has resulted in a sharing of interns with smaller hospitals. This 
may be done on a formal schedule of rotation for a year through 
the available hospitals of an area or by assigning interns for 
shorter periods, such as two months of the year, to the smaller 
hospitals. It should be reemphasized that any such arrangement 
is voluntary; it is a part of the internship as selected by the man 
who is to fill the post. The committee commends these experi- 
ments and suggests that similar programs be undertaken on a 
much wider scale. 

The committee believes that there is abundant opportunity 
for private hospitals that are unaffiliated with teaching institu- 
tions to develop outstanding internship programs. Many smaller 
approved hospitals have been very successful in this endeavor. 
The opportunity in these hospitals for the intern to assume re- 
sponsibilities under supervision is often greater than in larger 
hospitals. A preceptor-type training with emphasis on the doctor- 
patient relationship and observation of the personal human 
touch in practicing the art of medicine is a desirable type of 
training. 

The committee believes that any arbitrary scheme designed to 
allocate interns to hospitals, whatever the standards used, would 
violate the clear right of each intern to indicate his own choice. 

Exploration of voluntary reductions in the number of interns 
requested by college-affiliated and by federal hospitals is being 
continued. In this connection, the committee believes that volun- 
tary self-appraisal and appropriate action by all approved hos- 
pitals would result in a more equitable distribution of interns. 

A rather comprehensive review of the utilization of graduates 
of foreign medical schools has been completed. About 18% of 
the filled approved internships are in this category. It is the 
committee’s opinion that foreign graduates may be considered 
for internship using the same educational standards as apply to 
graduates of approved American medical colleges. The commit- 
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tee believes that a substantially larger utilization of foreign 
graduates is unlikely under these conditions in approved 
hospitals. 

Recognizing the importance of the rotating internship in train- 
ing for any type of practice and as basic in the field of general 
practice, the committee is keeping currently informed regarding 
pertinent opinions of the American Academy of General 
Practice. It has accumulated a useful file of information from 
this source. 

The Student American Medical Association is equally in- 
terested in the internship. This association, at its meeting last 
month, requested corporate membership in the National Intern 
Matching Plan. It also “goes on record as favoring the present 
system of preference listing of choice by hospitals and prospec- 
tive interns, and the matching of these by mechanical means, 
as is done by present NIMP.” The committee has studied in 
detail the operation of the Matching Plan for the past three 
years. Enclosed in each delegate’s folder is a statement by its 
director, Mr. John M. Stalnaker, which fully explains the plan 
and this year’s results. It is the considered opinion of the com- 
mittee that the present method is more efficient than any other 
previously used and that it gives full effect to the freely ex- 
pressed desires of both hospital and intern with complete objec- 
tivity. The committee suggests that the proper reference com- 
mittee consider reaffirmation of approval of the Matching Plan 
and the results attained based on the three years’ experience. 

The committee requests the continuing interest and assistance 
of the House and other members of this Association. It is hoped 
that a final report may be presented at the next Clinical Meet- 
ing. 

REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. W. Andrew Bunten, Chairman, submitted the following 
report, which was adopted: 

Your committee considered in detail the progress report and 
supplementary progress report of the Ad Hoc Committee on 
Internships, of which Dr. George S. Klump is Chairman. Your 
committee feels that this committee is making significant progress 
and wishes to recommend that its work be continued. The defini- 
tion of an internship which appears in the report of the commit- 
tee deserves approval as a working guide and point of reference. 
Your committee also feels that the former approval by the House 
of Delegates of the National Intern Matching Plan should be 
reaffirmed. Favorable testimony was heard from representatives 
of medical schools, hospitals, and the Student American Medical 
Association, all of whom were highly laudatory of the plan and 
its director. No one voiced opposition. 


Report of Council on Constitution and Bylaws 

Dr. Louis A. Buie, Chairman, presented the following report 
of the Council on Constitution and Bylaws, which was referred 
to the Reference Committee on Amendments to the Constitu- 
tion and Bylaws, the Speaker declaring that those portions of 
the report referring to changes in the Constitution are not to 
be reported on by the reference committee but must lie on the 
table until the December, 1954, meeting of the House: 


1. Questionnaire Survey of Constituent Medical Associations 
Re Billing Procedures.—At the December, 1953, meeting of the 
House of Delegates, the Council on Constitution and Bylaws 
reported on two resolutions: (a) Principles of Medical Ethics 
and (b) Clarification of Section 5 of the Principles of Medical 
Ethics, introduced in June, 1953, by Drs. Harlan English, IlIli- 
nois, and Millard D. Hill, North Carolina, respectively, which 
pertain to billing procedures and amendments to the Principles 
of Medical Ethics, Section 5, Article VI, Chapter III. At that 
time the Council recommended that action be deferred until it 
had conducted a questionnaire survey of the constituent medical 
associations to determine their policies with respect to the per- 
tinent sections of the Principles of Medical Ethics and to billing 
procedures when two or more physicians render medical service 
to a single patient. 
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Forty associations answered the questionnaire. A summary 
of the replies follows: 

Question 1: Do the principles of medical ethics of your state association 
differ in any significant respect in their application from Section 6 of 
Chapter I and Section 5 of Chapter VII of the Principles of Medical 
Ethics of the American Medical Association? 

36 states reported that their principles of medical ethics did not differ 
in any significant respect from Section 6, Chapter I and Section 5, 
Chapter VII; 

3 states reported minor differences; and 

1 state reported major variations from the interpretation of these sec- 
tions by the Judicial Council. 

Question 2: What is the policy in your state concerning billing pro- 
cedures when two or more physicians participate in the care of a patient? 

27 states reported that separate bills are required; 

1 state reported that joint billing was approved under certain circum- 
stances; 

1 state recommended joint billing; and 

10 states reported no policy. (One state did not report on this question.) 

Question 3: How are payments made to physicians by health insurance 
agencies when two or more physicians serve a patient? 

Many different systems of reimbursing through health insurance agencies 
were described. 

In 14 states separate payments are made by the health insurance 
agencies; 

In 2 states only one bill is paid; and 

In 21 states there are variations of these procedures, depending on the 
circumstances. (Three states did not report on this question.) 

Later in this report, specific recommendations will be made 
for amendment of the sections of the Principles of Medical 
Ethics which pertain to rebates, commissions, and _ billing 
procedures. 

2. Resolutions on Proposed Amendment to Bylaws Re Powers 
of Judicial Council_—In December, 1953, a resolution was intro- 
duced by Dr. George A. Unfug, Colorado, on Proposed Amend- 
ment to Bylaws Re Powers of Judicial Council. The resolution 
proposes “an amendment to Division 3, Chapter XI, Section 
10 (A) (1) of the Bylaws of the American Medical Association.” 

The first eighteen words of the resolution, namely, “the 
judicial power of the association shall be vested in the Judicial 
Council, whose decision shall be final,” are identical with the 
first sentence of Section 10 (A) (1) of the present Bylaws. The 
nature of the remainder of the first sentence of the resolution 
is such that it warrants separate consideration, which will be 
given to it in the concluding paragraphs of this report. 

The second sentence of the resolution requires that “all de- 
cisions and opinions of the Judicial Council shall be reduced 
to writing and kept on file at the Association headquarters.” 
This provision plainly is supererogatory, because the Judicial 
Council has followed such a practice for years. 

The third sentence provides that “all decisions and opinions 
of the Judicial Council shall be open to inspection by any mem- 
ber of the Association at the headquarters of the Association.” 
Practical considerations of great importance render such a pro- 
vision undesirable and perhaps impossible of execution. The 
reason is that much of the material which comes before the 
Judicial Council is in the form of confidential communications. 
Without such information, it would be impossible to solve many 
problems. If it were necessary to reveal this information, inform- 
ants very likely would be reluctant to provide the Council with 
any data at all in a given case, in the foreknowledge that what- 
ever they might say would be open to scrutiny by any member 
of the Association. 

In paragraph 3(a) of this resolution is the proposition that all 
parties in a dispute shall be given ample opportunity to be 
heard. That this proposition is sound is attested by the fact that 
it is in force now and has been for many years. In fact, it is 
not unusual for the Judicial Council to continue hearings from 
one meeting to another in order that all parties shall have this 
opportunity. 

The first sentence of the final paragraph of this resolution 
requires that certain opinions of the Judicial Council must not 
be released until 60 days after the request for the opinion has 
been published in two consecutive issues of THE JouRNAL of 
the American Medical Association. This proposal is open to 
the serious objection that publication of such matters in THE 
JOURNAL might result in betrayal of the trust of participants in 
a controversy. The Council believes that such an arrangement 
would interfere with or even prevent the possible solution of 
problems because of the unwillingness of individuals to submit 
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information under such circumstances. Furthermore, it is likely 
that such an arrangement might even lead to legal entangle- 
ent. 

The second sentence of the last paragraph of this resolution 
requires that “Any member of the American Medical Associ- 
ation” may present his views during hearings. Apparently, the 
objective of this portion of the resolution is to provide for a 
hearing at which “any recognized medical society which desires 
it shall be heard by a representative of its choice.” Actually, 
this privilege is now extended to all individuals who may have 
a valid interest in a case at issue, and it is always extended 
whenever their participation in the deliberations may yield some- 
thing of value in the furtherance of justice. 

Now, to return to the remainder of the first sentence of the 
resolution. Here it is provided that the judicial power of the 
Association shall be vested in the Judicial Council, whose de- 
cisions shall be final “unless rejected or modified by the House 
of Delegates.” This is in the nature of a referendum. According 
to this portion of the resolution, all decisions of the Judicial 
Council would be made subject to approval or reversal by the 
House of Delegates. What would be the practical effect of such 
a provision, if adopted? It would simply substitute the House 
of Delegates for the Judicial Council as the judicial body of 
the association. For decisions reached by this method to be 
based on sound reasoning, it would be necessary for the House 
of Delegates to hear all the evidence submitted in each indi- 
vidual case. No valid decision would be possible without such 
a preliminary. Thus, in practically every appeal, it would be 
necessary to clarify the law and the procedure. It is difficult 
to estimate the amount of time which would be required to 
fulfill such a task, but probably more than a day would be re- 
quired. Is it possible that a body as large as the House of Dele- 
gates could dispose of judicial questions which must be answered 
on the basis of carefully examined evidence from massive briefs 
and exhaustive testimony, with appropriate regard for the de- 
mands of law and justice? It is not unusual for the Judicial Coun- 
cil to devote the major portion of a day to a single case while 
listening to the testimony of witnesses and arguments of counsel 
on both sides. Often this is possible, but only because briefs 
have been prepared by representatives of the plaintiff and the 
defendant and have been submitted to each member of the 
Council long before the meeting, in order that all matters of 
significance can be known to the Council members before the 
meeting convenes. It would be unwieldy indeed to submit briefs 
to all members of the House of Delegates, and it would be im- 
practical for the members of the House of Delegates to listen 
to all the evidence submitted by appellants. Yet it would be 
quite unlikely that the House of Delegates would be willing 
to assume the responsibility of approving, modifying, or reject- 
ing an opinion of the Judicial Council until appropriate con- 
sideration had been given to the problem. In the history of our 
country there has always been a small body of qualified men 
whose discussion on judicial matters has been final. Always 
there has been a court of last resort. Can one envisage what 
would have happened if all decisions of the Supreme Court had 
been subjected to review by Congress? Members of the Judicial 
Council have been selected with due regard for their integrity 
and their judicial qualities. As now constituted, they have no 
disposition whatever to assume any arbitrary power, and they 
would gladly share their responsibility with the House of Dele- 
gates or with any other representative body if a division of such 
responsibilities would be for the best interests of the Associ- 
ation. Furthermore, they have no feeling of proprietary interest 
in such membership, but would willingly retire in favor of others 
who might be able to discharge judicial duties to better ad- 
vantage. Nevertheless, it is the unanimous decision of the Coun- 
cil on Constitution and Bylaws that the rights and privileges 
of component and constituent medical societies and of the 
American Medical Association can be safeguarded only under 
4 continuance of the present plan, under which the decisions 
on judicial questions are made by a Judicial Council, the de- 
cision of which shall be final. 

The members of this House of Delegates will recall that the 
Reference Committee on Amendments to the Constitution and 
Bylaws, Dr. W. L. Benedict, chairman, to which this resolution 
was referred during the December, 1953, meeting, recommended 
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that it be not approved. The Council on Constitution and Bylaws 
approves of this action of the Reference Committee and recom- 
mends that the Resolution on Proposed Amendment to Bylaws 
Re Powers of Judicial Council be disapproved. 


3. Reorganization of Council on Scientific Assembly.—The 
Council considered the reorganization plan of the Council on 
Scientific Assembly which had been referred to it by the Board 
of Trustees. This plan had been referred to the Board by the 
House of Delegates following its presentation by the Council 
on Scientific Assembly to the House in December, 1953. 

The Council recommends the following revisions in the Con- 
stitution and Bylaws for the purpose of activating the reorgani- 
zation plan: 

CONSTITUTION 


Page 7: Article IX, Section 3, line 3: Delete “Council on Scientific 
Assembly” and substitute “Board of Trustees”; line 4: Delete “Council” 
and substitute “Board.” 


BYLAws 


Page 12: Chapter I, Section 5, lines 6 and 8: Delete “Council on 
Scientific Assembly” and substitute “‘Board of Trustees.” 


Page 17: Chapter VI, Section 1, line 3: Delete “Council on Scientific 
Assembly with the approval of the’; line 7: Delete “Council on Scientific 
Assembly”’ and substitute “Board of Trustees.” 


Page 19: Chapter VII, Section 5, line 1: Delete “Council on Scientific 
Assembly” and substitute “Board of Trustees.”’ 


Page 20: Section 6 (D), line 3: Delete ““Committee on Scientific Exhibit 
of the”; line 5: Delete “advise the Committee’ and substitute “offer 
advice.”’ 

Page 21: Section 8, line 4: Delete “Council on Scientific Assembly” and 
substitute “‘Board of Trustees.” 


Section 10, line 14 (continued on page 22): Delete “Council on Scientific 
Assembly” and substitute “Board of Trustees.” 


Page 22: Section 11, line 10: Delete “Council on Scientific Assembly” 
and substitute “Board of Trustees.” 


Page 31: Chapter XI, Section 1, line 2: Delete “(B) Council on Scien- 
tific Assembly” so that (C) becomes (B), (D) becomes (C), and (E) be- 
comes (D). 


Section 2 (B): Delete entire subsection; of subsections on pp. 32-33 (C) 
becomes (B), (D) becomes (C), (E) becomes (D), (F) becomes (BE), and 
(G) becomes (F). 


Page 34: Section 4, line 2: Delete “and of the Council on Scientific 
Assembly.” 


Page 37: Section 10 (B): Delete entire subsection (B) (1) through (7); of 
subsections on pp. 38-39 (C) becomes (B), (D) becomes (C), and (B) 
becomes (D). 


Page 44: Chapter XIV, Section 3, line 6: Delete “Council on Scientific 
Assembly” and substitute “Board of Trustees.” 


Page 46: Chapter XV, Section 2 (C): Delete entire subsection. 


The Council believes that this reorganization can become 
effective immediately after the adoption of the proposed altera- 
tions in the Bylaws because the amendments to the Bylaws are 
not contingent on prior adoption of the constitutional amend- 
ment, now being introduced, which must await final action until 
the December, 1954, meeting of the House of Delegates. 


4. Assumption of Office of Delegates.—The attention of the 
Council on Constitution and Bylaws was called by the Secretary 
and General Manager to the inequity of Section 1 (B), Chapter 
IX, page 24, of the Bylaws with respect to terms of delegates 
when a constituent association realizes an increase in its dele- 
gate apportionment. To remedy this problem, the Council rec- 
ommends that Section 1 (B), Chapter LX, page 24, of the Bylaws 
be amended by substituting a comma for the period after the 
word “selection” in the last line and adding “except that when 
the apportionment of delegates of a constituent association is 
increased the delegates and alternates selected to fill the new 
vacancies shall assume office immediately after their selection 
and serve during that calendar year.” 


5. Transfer of Membership.—It has come to the attention of 
the Council on Constitution and Bylaws that some constituent 
associations provide that a physician shall automatically lose 
his membership at the end of the calendar year when he moves 
out of the state. In order to remedy this discrepancy, the Coun- 
cil recommends that the words “a continuance of his” bé in- 
serted between the words “for” and “membership” in the third 
line of Section 2, Chapter II, page 12, of the Bylaws, so that 
the sentence will now read, “Should an Active or Associate 
Member remove his practice to another jurisdiction he shall 
apply for a continuance of his membership through the constitu- 
ent association in the jurisdiction to which he has moved his 





practice.” This change is recommended so that a physician may 
continue his membership in the American Medical Association 
for a limited period of time. 


The Council on Constitution and Bylaws was requested by 
the Chairman of the Judicial Council to consider an amend- 
ment to the Bylaws, Section 2, Chapter II, pages 12-13, con- 
cerning transfer of Active and Associate American Medical 
Association Membership when such a member removes his 
practice from the jurisdiction of one constituent association to 
another. The present Bylaws require that a member must apply 
for membership through the constituent association in the juris- 
diction to which he has moved his practice and that unless such 
membership transfer has been completed within six months after 
the change of practice, the Secretary shall remove his name 
from the roster of American Medical Association members. The 
Judicial Council, in the discharge of its duties relating to mem- 
bership, has found that, in certain instances, members in good 
standing have been unable to accomplish a transfer of member- 
ship within the period specified because of probationary periods 
required before acceptance of such transfers to membership. The 
Judicial Council, therefore, recommended that the Bylaws be 
revised to provide that an Active or Associate Member does 
not necessarily lose his American Medical Association Member- 
ship when he is precluded by the laws of a constituent asso- 
ciation from transferring his membership within six months. 

The Council on Constitution and Bylaws agrees with the ob- 
jective sought by the Judicial Council and recommends that 
the Bylaws, Section 2, Chapter II, pages 12-13, be amended by 
deleting the words “six months” and substituting the words “two 
years” so that the sentence will now read, “Unless he has trans- 
ferred his membership within two years after such change of 
practice, the Secretary of the American Medical Association 
shall remove his name from the roster of Members.” This 
change, in effect, will place the responsibility, during this period 
of two years, for determining whether or not an Active or Asso- 
ciate Member shall lose his American Medical Association mem- 
bership, while attempting to secure transfer, in the hands of the 
Judicial Council, which, under Section 1, Division 1, Chapter 
I, is now responsible for approval or disapproval of Active and 
Associate Members of the American Medical Association. 


6. Revision of Principles of Medical Ethics —The Council 
has given careful consideration to the resolutions submitted by 
Drs. Harlan English and Millard D. Hill, referred to in the 
beginning of this report and to many other written and verbal 
comments regarding the same subject. It believes that the Prin- 
ciples of Medical Ethics, Section 6, Chapter I, are not clear 
with respect to billing procedures and that the section now 
contains many unrelated subjects. It recommends that the sec- 
tion be divided into new sections numbered 6, 7, 8, 9, 10, and 
that Section 7, entitled “Evasion of Legal Restrictions,” become 
Section 11 without change. The Council, therefore, recommends 
the deletion of Section 6 and the substitution therefor of the 
following sections: 


PAYMENT FOR PROFESSIONAL SERVICE 


Sec. 6.—The ethical physician, engaged in the practice of medicine, 
limits the sources of his income received from professional activities to 
services rendered the patient. Remuneration received for such services 
should be in the form and amount specifically announced to the patient at 
the time the service is rendered or in the form of a subsequent statement. 


Unethical methods of inducement to refer patients are devices employed 
in a system of patronage and reward. They are practiced only by unethical 
physicians and often utilize deception and coercion. They may consist of 
the division of a fee collected by one physician ostensibly for services 
rendered by him and divided with the referring physician or physicians 
or of receiving the entire fee in alternate cases. 


When patients are referred by one physician to another, it is unethical 
for either physician to offer or to receive any inducement other than the 
quality of professional services. Included among unethical inducements 
are split fees, rebates, ‘“‘kickbacks,’’ discounts, loans, favors, gifts, and 
‘emolynents with or without the knowledge of the patient. Fee splitting 
violates the patient’s trust that his physician will not exploit his 
dependence upon him and invites physicians to place the desire for profit 
above the opportunity to render appropriate medical service. 


Billing procedures which tend to induce physicians to split fees are 
unethical. Combined billing by physicians may jeopardize the doctor- 
patient relationship by limiting the opportunity for understanding of the 
financial arrangement between the patient and each physician. It may 
provide opportunity for excessive fees and may interfere with free choice 
of consultants, which is contrary to the highest standards of medical care. 
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PATENTS AND COPYRIGHTS 


Sec. 7 (A).—It is unethical for a physician to accept remuneration from 
patents on methods, procedures, surgical or medical instruments, appli- 
ances, or medicaments. 

(B)—Acceptance of remuneration from a copyright on writings or pubjj- 
cations which are intended to benefit the patient is unethical. However 
the ethical physician may accept remuneration from copyrights on scientific 
articles or books which are intended to improve the knowledge and 
increase the efficiency of his colleagues. 


OWNERSHIP OF DRUGSTORES AND DISPENSING OF Drucs 
AND APPLIANCES BY PHYSICIANS 

Sec. 8.—It is unethical for a physician to participate in the ownership 
of a drugstore in his medical practice area unless adequate drugstore 
facilities are otherwise unavailable. This inadequacy must be confirmed 
by his component medical society. The same principle applies to physicians 
who dispense drugs or appliances. In both instances, the practice js 
unethical if secrecy and coercion are employed or if financial interest js 
placed above the quality of medical care. On the other hand, sometimes 
it may be advisable and even necessary for physicians to provide certain 
appliances or remedies without profit which patients can not procure from 
other sources. 

REBATES AND COMMISSIONS 


Sec. 9.—The acceptance of rebates on prescriptions and appliances or 
of commissions from those who aid in the care of patients is unethical, 


SECRET REMEDIES 


Sec. 10.—The prescription or dispensing by a physician of secret medi- 
cines or other secret remedial agents, of which he does not know the 
composition, or the manufacture or promotion of their use is unethical, 


EVASION OF LEGAL RESTRICTIONS 


Sec. 11.—An ethical physician will observe the laws regulating the 
practice of medicine and will not assist others to evade such laws. 


The Council recommends deletion of Section 5, Chapter VII, 
since the material in this section is covered by the changes rec- 
ommended in Section 6, Chapter I, and that the present Section 
6, Chapter VII, become Section 5. 


Supplementary Report of Council on Constitution and 
Bylaws 


Dr. Louis A. Buie, Chairman, presented the following supple- 
mentary report of the Council on Constitution and Bylaws, 
which also was referred to the Reference Committee on Amend- 
ments to the Constitution and Bylaws: 

During the meeting of the House of Delegates held in New 
York City, June 1 to 5, 1953, Dr. Russel V. Lee presented a 
resolution in which it was proposed that the following statement 
be substituted for Chapter I, Sections 1 and 2 of the Principles 
of Medical Ethics: 


We, physicians affiliated with the American Medical Association, recog- 
nizing that, in common with physicians of the entire world, we are only 
trustees for the benefit of all mankind of the great treasure of medical 
knowledge and skill accumulated throughout the ages, accept with the 
trusteeship certain obligations as follows: (1) To make these benefits 
accessible to all who need them insofar as facilities permit; (2) to exercise 
these skills for the benefit of all humanity; (3) to strive constantly to 
improve ourselves in knowledge and skill; (4) to teach our art to all of 
good character who have the desire and capacity to learn insofar as proper 
means can be developed; (5) to increase by research and other means 
this share of knowledge and to make our discoveries freely available to 
ali physicians; (6) to resist all attempts to misuse our services for political 
purposes, while freely discharging all our obligations as citizens; (7) to 
devote our skills to the alleviation of suffering and the deferment of death 
and never for any reason to the termination of human life; (8) to aid and 
support our medical colleagues in all countries in the attainment of proper 
humanitarian objectives; (9) to maintain in our relationships with our 
patients, our colleagues, and the public the strictest standard of personal 
honor, and (10) to dedicate our knowledge and skills and our iives 
the alleviation of suffering, the prolongation of life, and the enrichment 
of living for all men, without thought of any personal advantage or gain. 


In accordance with the recommendation of the Reference 
Committee on Amendments to the Constitution and Bylaws, the 
House of Delegates referred the resolution to the Council on 
Constitution and Bylaws “for its consideration in the forth- 
coming revision of the Principles of Medical Ethics.” In its 
report dated Nov. 27, 1953, at the St. Louis meeting, the Council 
on Constitution and Bylaws informed the House of Delegates 
that matters which, in its opinion, were more vital required 
immediate attention and requested that consideration of the Le: 
resolution be deferred. 
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The Council is now prepared to report on the resolution of 
Dr. Lee and offers the following recommendations: 

(1) That Section 1 of Chapter I of the Principles of Medical 
Fthics be retained without modification. This section portrays 
in a dignified manner the character of a worthy, ethical physi- 
cian. It contains quotations from the Oath of Hippocrates, which 
add high ethical quality, and utilizes language of traditional 
yalue which needs no improvement. 

(2) That Section 2 of Chapter I be deleted and that the follow- 
ing modification of Dr. Lee’s proposal be substituted. This 
arrangement contains all of the worthy sentiments expressed in 
the Lee proposal and the Council has merely taken the liberty 
of expressing these sentiments in language which conforms to 
that of the remainder of the Principles. 

The avowed objective of the profession of medicine is the common 
good of mankind. Physicians faithful to the ancient tenets of this pro- 
fession are ever cognizant of the fact that they are trustees of medical 
knowledge and skill and that they must dispense the benefits of their 
special attainments in medicine to all who need them. Physicians dedicate 
their lives to the alleviation of suffering, to the enhancement and pro- 
jongation of life, and to the destinies of humanity. They share whatever 
they have learned and whatever they may discover with their colleagues 
in every part of the globe. They recognize instinctively that the need for 
improvement of medical knowledge and skills is never at an end, and 
while they strive toward satisfaction of this need they are zealous in 
making available to physicians of good character who possess the desire 
and the ability to learn the aggregate of progress in medical education, 
research, and discoveries as they may exist at the time. They do not 
remain content to limit their activities to the care of the infirm, since they 
recognize also their useful rank among the vast concourse of citizens on 
whose shoulders the destiny of our nation rests. At the same time they 
will resist attempts to debase their services by diverting them to ignoble 
purposes. In their relationships with patients, with colleagues, and with 
the public, they maintain under God, as they have down the ages, the 
most inflexible standards of personal honor. 


REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION 
AND BYLAWS 


Dr. R. B. Chrisman Jr., Chairman, submitted the following 
report, which was adopted: 

The report of the Council on Constitution and Bylaws as 
presented by Dr. Louis A. Buie, Chairman, was studied care- 
fully, and recommendations were made as follows: 


Item 1. Questionnaire Survey of Constituent Medical Associ- 
ations Re Billing Procedures.—This section of the report was 
received as information only, and no action was necessary. 


Item 2. Resolutions on Proposed Amendment to Bylaws Re 
Powers of Judicial Council—Your committee concurs in the 
recommendation of the Council and recommends approval of 
Item 2 of the report. 


Item 3. Reorganization of Council on Scientific Assembly.— 
This reorganization plan had been referred to the Board of 
Trustees by the House of Delegates following its presentation 
by the Council on Scientific Assembly to the House in Decem- 
ber, 1953. The Council has recommended the revisions in the 
Constitution for the purpose of activating the reorganization 
plan. No action can be taken on this proposal until the next 
meeting of this House of Delegates. Your reference committee 
recommends adoption of the portion of Item 3 of the report 
having to do with revisions of the Bylaws to implement this 
reorganization plan. 


ltem 4. Assumption of Office of Delegates —Your committee 
recommends the approval of this portion of the report. 


Item 5. Transfer of Membership—Your committee recom- 
mends the adoption of this portion of the report. 


ltem 6. Revisions of Principles of Medical Ethics —Your 
committee approves this portion of the report with the exception 
of the proposed Section 7 (A) and (B). Due to certain dis- 
‘repancies in interpretation, your committee was unable to 
ative at a definite conclusion. Therefore, it recommends that 
Section 7 be referred to the Council on Constitution and Bylaws 
for further consideration, and that the portion of the present 
Principles of Medical Ethics, dated December, 1953, pertaining 
‘0 patents and copyrights be retained as the new Section 7 until 
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such time as proposals on this subject by the Council on Con- 
stitution and Bylaws are adopted by the House of Delegates. 
The present wording is: 

An ethical physician will not receive remuneration from patents on 
or the sale of surgical instruments, appliances and medicines, nor profit 
from a copyright on methods or procedures. The receipt of remuneration 
from patents or copyrights tempts the owners thereof to retard or inhibit 
research or to restrict the benefits derivable therefrom to patients, the 
public or the medical profession. 


Supplementary Report of Council on Constitution and By- 
laws.—Your reference committee considered the supplementary 
report of the Council on Constitution and Bylaws concerning 
revision of Chapter I, Sections 1 and 2 of the Principles of 
Medical Ethics, and recommends its approval. 


Report of Judicial Council 

Dr. Edward R. Cunniffe, Chairman, presented the following 
report, which was referred to the Reference Committee on Mis- 
cellaneous Business: 

The Judicial Council has given careful consideration to Reso- 
lution No. 2 which was introduced in the House of Delegates 
by Dr. Braunlich of lowa at the 1953 Clinical Meeting of the 
American Medical Association. 

This resolution was referred to the Reference Committee on 
Miscellaneous Business, which recommended to the House that 
it be referred to the Judicial Council with the request that the 
Council investigate the factors involved in the matters as pre- 
sented and determine if there are new factors or new facets that 
would cause the Judicial Council to change its opinion as set 
forth in its report to the House of Delegates at the 1952 Clinical 
Meeting concerning the billing of patients. 

The Judicial Council is of the opinion that the only new facet 
concerning this subject that has come up recently is the case of 
joint billing to some of the nonprofit insurance companies. In 
many cases these insurance companies insist on a joint or com- 
bined bill, but the bill is being paid in most instances by two 
checks. This is not considered unethical, and all insurance plans 
which do not pay the individual physician in this manner should 
be urged to do so. 

The Judicial Council is still of the opinion that, when two or 
more physicians actually and in person render service to one 
patient, they should render separate bills. There are cases, how- 
ever, in which the patient may make a specific request to one 
of the physicians attending him that one bill be rendered for 
the entire services. Should this occur, it is considered to be ethical 
if the physician from whom the bill is requested renders an 
itemized bill setting forth the services rendered by each physician 
and the fees charged. The amount of the fees charged should be 
paid directly to the individual physicians who rendered the serv- 
ices in question. 

Under no circumstances shall it be considered ethical for the 
physician to submit joint bills unless the patient specifically 
requests it and unless the services were actually rendered by 
the physicians as set out in the bill. 

The Judicial Council would remind the House of Delegates of 
the frequency of publicized discussions of fee splitting rife with 
reference to the “Golden Rule and common honesty” in terms 
of great importance to the public and to our profession. The 
Council would recommend a moratorium from the constant 
discussion of “principles” about fees with emphasis on the main- 
tenance at all times of high professional standards. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. R. J. Azzari, Chairman, read the following report, which 
was adopted: 

On the report of the Judicial Council on June 21, 1954, your 
committee recommends its acceptance. In addition, the commit- 
tee wishes to recommend that the House of Delegates resolve 
that it firmly opposes fee splitting, rebating, or payment of com- 
missions in any guise whatsoever, and that it further opposes 
any mechanism that encourages this practice. 


(To be continued) 
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ARIZONA 

State Medical Election.—At the annual meeting of the Arizona 
Medical Association the following officers were elected to the 
council: Dr. Harry E. Thompson, Tucson, president-elect; Dr. 
Abe I. Podolsky, Yuma, vice-president; Dr. Dermont W. Melick, 
Phoenix, secretary; and Dr. Clarence E. Yount Jr., Prescott, 
treasurer. Dr. Oscar W. Thoeny, Phoenix, serves as president. 


ILLINOIS 

Decrease in Tuberculosis Deaths ——A 21% decrease in deaths 
from tuberculosis during 1953 as compared to 1952 has been 
reported by the Illinois Department of Public Health. The total 
number of deaths from tuberculosis in Illinois residents, ex- 
clusive of those who died outside the state, was 1,210 last year, 
according to Dr. Roland R. Cross, state health director. Of this 
total, 794 occurred in Chicago and 416 in the remainder of the 
state. In 1952, there were 1,547 deaths, of which 1,060 occurred 
in Chicago and 487 downstate. Of the total number of such 
deaths in Illinois, only 50, or 4.1%, occurred among residents 
under 20 years of age. Of these, 34 occurred among children 
under 5 years of age. 


Chicago 

Margaret Gerard Memorial Fund.—In memory of the late Dr. 
Margaret W. Gerard, the Chicago Institute for Psychoanalysis 
has established the Margaret Gerard memorial fund, to be used 
for research and training in the psychoanalysis of children. Dr. 
Gerard, who was associated with the institute, first as candidate 
and then as staff member, from the time it was established, 
participated actively in its research program, beginning with 
studies in asthma some 20 years ago. She was also affiliated 
with the University of Chicago and the University of Illinois. 
Contributions to this fund should be sent to the institute, 664 
N. Michigan Ave., Chicago 11. 





Personal.—At the 76th annual commencement, June 5, Lake 
Forest College bestowed on Dr. Elven J. Berkheiser the honor- 
ary degree of doctor of science. Dr. Berkheiser, who is clinical 
associate professor of orthopedic surgery, University of Illinois 
College of Medicine, is chairman, division of science, at his 
alma mater, Lake Forest College—-—The Golden Key Society 
of the University of Vienna has conferred honorary membership 
no. 1 on Dr. Max Thorek, Chicago, founder and secretary- 
general of the International College of Surgeons. The award, 
announced by Dr. M. Arthur Kline, executive secretary, Ameri- 
can Medical Society of Vienna, at the meeting of the college in 
Turin, Italy, is for creating good will among the surgeons 
of the world. Dr. Meyer A. Perlstein has been invited to 
speak before the First International Congress of the Federation 
of Occupational Therapists at Edinburgh, Scotland, Aug. 18; 
the Danish Pediatric Society in Copenhagen, Aug. 28; the sixth 
Congress of the International Society for Cripples at The Hague, 
Sept. 15; and the British Council for the Welfare of Spastics in 
London, Sept. 30. Dr. George H. Berryman, clinical as- 
sistant professor of medicine at the University of Illinois College 
of Medicine, has been made head of clinical investigation at 
Abbott Laboratories in North Chicago, with which he has been 
affiliated since 1951. Dr. Berryman has published numerous 
research articles in the fields of nutrition, biochemistry, and 
military medicine. 








INDIANA 

Memorial for Dr. Manning.—The North Indianapolis Sertoma 
Club has established a memorial in memory of Dr. Joseph C. 
Manning, who died April 3. The civic club, of which Dr. 
Manning was a charter member, gave $6,000 to build the 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


Physicians’ Room in the new Crossroads Rehabilitation Center. 
soon to be erected in Indianapolis. The new room will be used 
by physicians for consultation with other doctors and with 
patients. Dr. Manning, who was active in the rehabilitation wor, 
carried on at the crippled children’s center, served five years 
on the medical advisory committee for Crossroads. rer 


KANSAS 


University Opens New Student Center.—Dedicatory services 
were held April 5 for the recently completed Student Center a} 
the University of Kansas Medical Center, Kansas City, which 
includes the Dr. Jesse R. Batienfeld Jr. Memorial Auditorium, 
the C. B. Francisco Memorial Lounge, the Student Union, and 
a continuation study center. The auditorium, given by Dr. Batten. 
feld’s mother, Mrs. E. H. Hashinger, is equipped with 924 theater 
seats, full theater lighting, staging, and projection booth. The 
Stage backdrop is a reproduction of the Temple of Aesculapius 
on the Island of Cos. Flanking the temple background are the 
painted figures of Aesculapius and his daughter Hygeia. The 
Student Center, as seen in the illustration, includes a dining room, 
which seats 125 persons and can serve about 700 during lunch 
or dinner hours. In addition to the lounge, auditorium, and 
dining room, the center includes a book store for medical texts, 





New Student Center 


a snack bar, and a recreational library on the first floor. A 
seminar room, recreation room with pool and pingpong tables 
and showers, and food preparation and storage spaces are being 
completed in the basement. The second floor contains 13 double 
hotel-type rooms for visiting lecturers and participants in the 
postgraduate courses. 


MASSACHUSETTS 


Rotarians Honor Physicians.—The Rotary Club of Brookline 
recently presented Distinguished Public Service awards to Brig. 
Gen. James Stevens Simmons, U. S. Army (retired), dean of 
the Harvard School of Public Health, and to Dr. Sidney Farber, 
scientific director of the Children’s Cancer Research Founda- 
tion, both residents of Brookline. Dr. Simmons was cited for 
achievements and leadership as a scientist, administrator, and 
educator in the fields of preventive medicine and public health. 
He recently returned from Tokyo after recovering from a mild 
heart attack suffered while he was making a health survey in the 
Far East for the international health center that he heads al 
Harvard. Dr. Farber, who was cited for achievements and 
leadership in the field of research on problems of childrens 
diseases, particularly cancer, is a member of the staff of the 
Children’s Hospital, chairman of the division of laboratories and 
research of the Children’s Medical Center, and professor 0! 
pathology at Harvard Medical School, Boston. 





MISSOURI 

Heart Camp.—The Heart Camp will be held for the third sum 
mer, Aug. 1 to 13, at Swope Park, Kansas City, for children 
aged 8 to 14 who, because of rheumatic or congenital heart 
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disease, are unable to attend regular camps and are recom- 
mended by a physician. Each child’s activities are based on his 
or her functional and therapeutic classification according to 
American Heart Association standards and any special limita- 
tions prescribed by the family physician. (Minimum classification 
for eligibility is 3-C.) The camp fee is $35 for two weeks. No 
cardiac child is refused admittance because of race, color, or 
creed or for inability to pay part or all of the fee. Physicians 
of cardiac children who may benefit from the camping ex- 
perience are requested to inform the parents or call the Kansas 
City Heart Association executive office (VIctor 4471) so camp 
literature may be mailed to the parents. 


NEW JERSEY 

Personal.—Dr. Royal A. Schaaf, Newark, was recently given an 
Alumni Meritorious Service award by New York University. 
A member of the Council of NYU, governing body of the 
institution, Dr. Schaaf served as president of the Medical Society 
of New Jersey and the Society of Surgeons, 1947-1948, the 
Academy of Medicine of Northern New Jersey, 1944-1945, and 
the Essex County Medical Society, 1939-1940. 


Creedmoor Names Research Director.—Dr. John R. Whittier, 
Englewood, has been named principal research scientist in 
psychiatry at the Creedmoor Institute of Psychobiologic Studies 
at Creedmoor State Hospital, Queens Village, N. Y., where he 
will give special attention to mental disorders among older per- 
sons. Current studies on the use of histamine and glutamic acid 
in the treatment of mental illness will be continued. A general 
program will also be developed to explore integration of such 
related specialties as neuroanatomy, neurophysiology, pharma- 
cology, and psychology in treatment and prevention. Dr. Whit- 
tier, who has been engaged in private practice in psychiatry and 
neurology in New Jersey since 1950, has served as associate 
neuropsychiatrist at Englewood Hospital, Englewood; research 
assistant, neurology department, Columbia University, New 
York; and guest lecturer on psychopathology at the New Jersey 
state hospitals at Marlboro and Greystone Park. 


NEW YORK 


Dr. Curran Named Associate Executive Dean.—Dr. Jean A. 
Curran, who has been dean of the State University of New York 
College of Medicine in Brooklyn and its predecessor, the Long 
Island College of Medicine, for 17 years, has been appointed 
associate executive dean for medical education in the State 
University of New York. He will assist William Carlson, presi- 
dent, and Carlyle Jacobsen, Ph.D., executive dean, in program 
planning for the health professions, a responsibility that Dr. 
Jacobsen has carried alone since the state university acquired its 
two colleges of medicine (Brooklyn and Syracuse) in 1950. Dr. 
Curran will also continue as professor of the history of medicine 
in Brooklyn and will give professional counsel to the directors 
of student health services in other state university units. 


New York City 

Dr. Pollack Appointed to N. Y. U. Staff.—Dr. Herbert Pollack, 
president of the American Diabetes Association, was recently 
appointed associate professor of clinical medicine at New York 
University-Bellevue Medical Center’s Post-Graduate Medical 
School. He is also associate editor of the Journal of Metabolism 
and on the editorial board of the Journal of Diabetes and serves 
on the National Research Council’s Food and Nutrition Board 
and the Committee on Quartermaster Affairs, as well as being 
scientific adviser to the Quartermaster Food and Container 
Institute for the Department of the Army. 


Personal.—Dr. Robert Gutierrez has been appointed director of 
the department of urology of Columbus Hospital of New York. 
~——Dr. George T. Pack recently delivered the J. Shelton 
Horsely Memorial lecture at the Richmond Academy of 
Medicine, Richmond, Va. The subject of his address was “The 
Management of Pigmented Moles and Malignant Melanomas.” 
~——Dr. Louis F. Bishop, assistant clinical professor of medicine, 
Post Graduate Medical School of the New York University- 
Bellevue Medical Center, read a paper, entitled “The Prognosis 


of the Paroxysmal Tachycardias,” at the annual convention of 
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the American College of Cardiology in Chicago. Dr. Bishop was 
recently elected president of the New York Cardiology Society. 
Dr. Bernard M. Wagner, research assistant in the depart- 
ment of pathology, Mount Sinai Hospital, has been appointed 
to the department of pathology, Hahnemann Medical College 
and Hospital of Philadelphia as assistant professor in charge of 
experimental pathology. At the invitation of the Egyptian 
Minister of Health, Dr. Donald A. Covalt, associate director of 
the Institute of Physical Medicine and Rehabilitation, New 
York University-Bellevue Medical Center, recently went to Cairo, 
Egypt, to work with the ministry in developing an appropriate 
center for the rehabilitation of poliomyelitic patients. After ad- 
vice to the Egyptian government regarding the physical facilities, 
equipment, program planning, and staffing for the new training 
center, Dr. Covalt visited medical schools in Beirut, Lebanon, 
and Madrid, Spain. Dr. Morton I. Berson recently was made 
a corresponding member of the Argentine Society of Plastic 
Surgeons and the Chilean Society of Surgeons. Earlier this year 
Dr. Berson presented lectures and demonstrations in plastic and 
reconstructive surgery to these societies and lectured and per- 
formed operations at the Hospital del Salvador, Santiago, Chile, 
and the Hospital Ramos Mejia, Buenos Aires, Argentina. During 
his sojourn in Latin America he was also requested to lecture 
and perform operations for the surgical societies of Venezuela, 
Panama, Peru, Uruguay, Brazil, and Cuba. Dr. F. Peyton 
Rous of the Rockefeller Institute for Medical Research was 
awarded the honorary doctor of science degree at the 26lst 
convocation of the University of Chicago. Dr. Rous, who dis- 
covered that many cancers of the domestic fowl can be trans- 
mitted in a cell-free state, was the first to demonstrate that 
cancer can be caused by viruses. He also discovered important 
factors in skin grafting, set up the first “blood bank,” and 
pioneered in studies important in immunity to infectious dis- 
eases. 














NORTH CAROLINA 

William H. Osborn Foundation.—A revolving fund to aid in 
the rehabilitation of alcoholics throughout the Southeast has 
been established by Mrs. W. H. Osborn, president of the Keeley 
Institute, Greensboro, in honor of the late Col. W. H. Osborn, 
North Carolinian industrialist, philanthropist, and president of 
the institute. The loan fund will be advanced without interest 
“to help alcoholics of low income arrange for hospitalization 
and treatment under conditions set forth by the trustees.” All 
applicants will be screened by the board of trustees after recom- 
mendation by some responsible person. Funds will be used in 
hospitalization and medical treatment for the alcoholic and 
neuropsychiatric evaluation when advisable. Additional funds 
are available for research in the field of alcoholism. The work 
of the foundation will be carried on with the help of those 
helped. 


OREGON 


Dr. Holden Honored.—Portland’s oldest practicing surgeon, Dr. 
William B. Holden, 81, professor emeritus of surgery, University 
of Oregon Medical School, Portland, and his wife were honored 
at a banquet given April 14 by the staff of the Portland Sani- 
tarium and Hospital and other physicians and friends. Dr. 
Holden, who joined the medical school faculty in 1915 as an 
associate in surgery, was an active member of the clinical faculty 
until he retired in 1947. A portrait of Dr. Holden, who came to 
Oregon in 1903 to be chief surgeon at Portland Sanitarium, was 
presented to the hospital during the dinner. 


University News.—Dr. David I. B. Kerr, lecturer in physiology 
from the University of Adelaide, South Australia, has arrived 
at the University of Oregon Medical School, Portland, for a 
year’s study and research. The third foreign physician to come 
to Oregon under a grant from the Tektronix Foundation of 
Portland, he will participate in the pain-study project being con- 
ducted in the surgery department. At the annual business 
meeting, April 22, the following persons were elected officers 
of the University of Oregon Medical School Alumni Association 
for the coming year: Dr. Howard C. Stearns, Portland, president; 
Dr. Archie O. Pitman, Hillsboro, vice-president; Dr. Harry C. 
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Blair, Portland, secretary; and Dr. John F. Larsell, Portland, 
treasurer. Other new vice-presidents are Dr. William E. Leede, 
Seattle; Dr. Delmar S. Mitchelson, Los Angeles; Dr. Hugh B. 
Currin, Klamath Falls; and Dr. Edward S. Morgan, Pendleton. 
A new feature of the meeting was the presentation of citations 
of meritorious achievement to five alumni who were graduated 
from the medical school 50 or more years ago. The awards for 
“dedicating more than half a century of service and sacrifice to 
the alleviation of human suffering” were presented to Dr. George 
E. Houck, *90, Roseburg; Dr. Esther C. Pohl Lovejoy, °94, 
New York; Dr. George Ainslie, "96, Portland; Dr. Mary Bower- 
man Purvine, 703, Salem; and Dr. James C. Hayes, ’04, Eagle 
Point. Drs. Houck, Purvine, and Hayes were on hand to receive 
their awards. 


SOUTH DAKOTA 

State Medical Election.—Officers elected at the annual meeting 
of the South Dakota State Medical Association include: Dr. 
Arthur W. Spiry, Mobridge, president; Dr. Floyd D. Gillis, 
Mitchell, president-elect; Dr. Alonzo P. Peeke, Volga, vice- 
president. Dr. Geoffrey Cottam, Sioux Falls, continues his term 
as secretary-treasurer. 


VERMONT 

Meetings on Cardiology.—On Sept. 9 and 10 a seminar on 
cardiac arrhythmias, sponsored by the University of Vermont 
College of Medicine and the Vermont Heart Association, will 
be conducted in Burlington by Dr. Eugene Lepeschkin, with 
Dr. David Scherf, New York, and Dr. Samuel Bellet, Phila- 
delphia, as guest speakers. It is planned to give seven hours of 
lectures and demonstrations each day in the morning and late 
evening, leaving afternoon free for excursions to Lake Cham- 
plain and the Green Mountains. Participants are urged to 
bring difficult electrocardiograms for discussion. Participants not 
connected with the University of Vermont will be charged $10 
to cover expenses. Information can be obtained from Dr. 
Lepeschkin, Division of Experimental Medicine, University of 
Vermont College of Medicine, Burlington. On Sept. 11, a sym- 
posium on the U wave of the electrocardiogram will be held at 
the Oakledge Manor, Burlington, under the same auspices. 
There will be no registration fee. All interested in presenting 
a paper of about I5 minutes’ duration on this subject are invited 
to communicate the title and the preference as to time of day 
to Dr. Lepeschkin, who will conduct the symposium. It is 
planned to publish the proceedings of the symposium in mono- 
graph form. 


WISCONSIN 

Orthopedic Field Clinics——The Bureau for Handicapped Chil- 
dren, State Department of Public Instruction, has scheduled 
the following orthopedic field clinics for July and August: Eau 
Claire, July 29 to 30; Ashland, Aug. 11 to 12; Wausau, Aug. 
25 to 26. The clinics are conducted for persons under 21 years 
of age who come within the state’s definition of a crippled child. 
It is preferred that referral be made by the family physician; 
when this is not feasible, arrangements may be made by writing 
to the bureau. Forms for the purpose of referral should be 
requested from the bureau in advance of the clinic date. Inquiries 
concerning these clinics may be addressed to The Bureau for 
Handicapped Children, 146 North, State Capitol, Madison 2. 


Personal.—After serving the community of Shawano for 15 
years, during 14 of which he was city health officer, Dr. 
Frederick Bauer has retired from the active practice of medicine. 
Dr. Bauer was institutional physician at the county hospital and 
home for five years and has held many offices on the Shawano 
Municipal Hospital staff and in the county medical society. 
At the annual state meeting of the Wisconsin Association for 
Public Health in Madison, citations were awarded to Dr. Harry 
M. Guilford, Madison, for his dedication “to the service of his 
fellow man” and his contributions “to the health of a people 
and their happiness and knowledge,” and to Dr. Valentine A. 
Gudex, Milwaukee, for “untiring efforts in the interest of the 
public’s health.” Both men were awarded honorary life member- 
ships in the association. 
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GENERAL 

Obstetrics and Gynecology Board Revises Requirements.—The 
American Board of Obstetrics and Gynecology announces that 
under a change of requirements for the 1955 part 1 examination 
candidates must submit 20 case abstracts rather than 25 ag 
formerly; of these, 5 may be from residency service. Candidates 
are urged to apply for certification for that examination during 
July or August. Each candidate is required to submit with his 
application a plain, typewritten list of all patients admitted to 
the hospital where he practices for the year preceding his appli- 
cation or the year prior to his request for reopening of his 
application, with the diagnosis, pathological diagnosis, nature 
of treatment, and end-result. Applications for examination or 
reexamination, as well as requests for resubmission of case 
abstracts, must be made before Oct. 1, 1954, to the secretary, 
Dr. Robert L. Faulkner, 2105 Adelbert Rd., Cleveland 6. 


Applications for Grants in Cancer Research.—Acting for the 
American Cancer Society, the Committee on Growth of the 
National Research Council is accepting applications for grants- 
in-aid for cancer research in the United States. Applications 
received before Oct. 1 will be considered during the winter, and 
grants recommended at that time become effective on July 1, 
1955. Investigators now receiving support will be notified in- 
dividually regarding application for renewal. The research 
program includes, in addition to clinical investigations on cancer, 
fundamental studies in the fields of cellular physiology, morpho- 
genesis, genetics, virology, biochemistry, metabolism, nutrition, 
cytochemistry, physics, radiobiology, chemotherapy, endocrinol- 
ogy, and environmental cancer. Application blanks and addi- 
tional information may be obtained from the Executive Secre- 
tary, Committee on Growth, National Research Council, 210] 
Constitution Ave. N.W., Washington 25, D. C. 


Death Rate from Accidental Injury.—According to the Metro- 
politan Life Insurance Company, accidents rank third as a cause 
of death in every state, being exceeded only by deaths from 
the cardiovascular diseases and cancer. The most recent data 
available for each state (1949-1950) reveal that the death rate 
from accidental injury based on place of residence is highest in 
the mountain region. Nevada and Wyoming had the highest ac- 
cidental death rates in the country for those years, the fatalities 
exceeding 100 per 100,000 of population, as contrasted with a 
national average of 60.7 per 100,000. The middle Atlantic and 
New England areas had the most favorable records, with ac- 
cidental death rates about one sixth Iower than the national 
average. New Jersey, with 42.6 fatalities per 100,000 of popula- 
tion, had the lowest rate of any state. Fatal falls were relatively 
most frequent in Massachusetts, Rhode Island, Iowa, and 
Missouri. Fires caused the highest accidental death rate in the 
South, firearms in the West and the South, and drownings in 
Florida, Louisiana, Oregon, Washington, and Maine. 


Neurosurgeons Meet at Mackinac.—The annual meeting of the 
Neurosurgical Society of America will be held at the Grand 
Hotel, Mackinac Island, Mich., July 21 to 24. Dr. Clarence D. 
Hawkes, Memphis, Tenn., will deliver the presidential address, 
“Grow Old Along with Me,” after the banquet Friday, at which 
Dr. Charles E. Troland, Richmond, Va., will be toastmaster. 
At 10:10 a. m. Thursday Drs. Colin S. MacCarty, Rochester, 
Minn., and William F. Meacham, Nashville, Tenn., will serve 
as moderators for the annual clinical forum. At 3 p. m. Dr. 
Hawkes will moderate a panel discussion on recent advances in 
basic neurological sciences. “Newer Controversial Procedures” 
is the subject of a panel discussion on Friday at 9 a. m., which 
will include carotid ligation, hypophysectomy, interbody fusion, 
and trigeminal root decompression. It will be followed by a panel 
on neurosurgical economics. An informal reception is scheduled 
for 9 p. m. Wednesday. The golf tournament will be held 
Friday afternoon, and a beach picnic is planned for Saturday 
evening. 


Fellowships in Poliomyelitis Management.—One year clinical 
fellowships in the management of poliomyelitis are being offered 
for the first time by the National Foundation for Infantile 
Paralysis as part of its continuing program of professional edu- 
cation. The purpose of these fellowships is to train physicians 
in the various aspects of the total care of the poliomyelit!s 
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patient. Applicants for fellowships must be United States citizens 
or applicants for citizenship and must have completed at least 
one year of internship in a hospital approved by the A. M. A. 
Council on Medical Education and Hospitals. Selection of can- 
didates will be made on a competitive basis by the foundation’s 
clinical fellowship committee. Stipends will range from $300 to 
¢400 a month, depending on marital status and number of 
dependents. Before applying for a fellowship, the candidate 
should arrange for a program of full-time study at any institu- 
tion having suitable facilities for this type of training. Applica- 
tions for fellowships received by Sept. 1 will be considered in 
November; those received by Dec. 1, in February; and those 
submitted by March 1, in May. For application forms and 
further information, address the National Foundation for In- 
fantile Paralysis, Division of Professional Education, 120 Broad- 
way, New York 5. 


Symposium on Arthritis—The American Congress of Physical 
Medicine and Rehabilitation, Western Section, offers a sym- 
posium on arthritis July 17, from 9 a. m. to 5 p. m., at the 
Statler Hotel, Los Angeles. After the welcoming address by Dr. 
John H. Aldes, Los Angeles, chairman of the western section, 
Dr. Marvin S. Levy, Beverly Hills, will serve as moderator for 
the morning session, when the following program will be pre- 
sented by Los Angeles physicians: 
Clinical and Pathological Features of Rheumatoid Arthritis, Howard 
J. Weinberger. 
Uric Acid Metabolism and Gout, William S. Adams. 
Reaction of Joints to Trauma, J. Vernon Luck. 
Untoward Effects of Therapeutic Agents Commonly Used in Treatment 
of Rheumatic Diseases, Melvin H. Levin. 
Visceral Manifestations of Rheumatoid Arthritis, Leo Kaplan. 


Dr. Edward W. Boland, Los Angeles, president, American 

Rheumatism Association, guest speaker at the luncheon, 12 

noon, will have as his subject “Recent Progress in Rheumatol- 

ogy.” Dr. Boland will also serve as chairman of the panel 

discussion that will close the afternoon session. Dr. Leonard J. 

Yamshor, Los Angeles, secretary, western section, will be 

moderator for the afternoon program: 

Orthopedic Treatment of Arthritis, Pierre J. Walker, Los Angeles. 
Replacement Arthroplasty in Arthritis of the Hip Joints, Robert W. 
King, Los Angeles. 

New Approach in Treatment of Arthritis—Ultrasonics, John H. Aldes, 
Los Angeles. 

Methods and Techniques in Ultrasonic Therapy, motion picture—sound. 


Lederle Faculty Award Winners.—Fourteen persons have been 

chosen by the Lederle Laboratories Division, American 

Cyanamid Company, as recipients of the Lederle Medical 

Faculty awards for 1954. The complete list follows: 

John Dempsher, department of pharmacology, University of Pennsyl- 
vania School of Medicine, Philadelphia, 3 years. 

Don Wayne Fawcett, department of anatomy, Harvard Medical School, 
Boston, 3 years. 

Erland Cheney Gjessing, Ph.D., department of biochemistry, University 
of Vermont, Burlington, 3 years. 

Eugene Donald Grim, Ph.D., department of physiology, University of 
Minnesota Medical School, Minneapolis, 3 years. 

Frances O. Kelsey, ‘department of pharmacology, University of South 
Dakota, Vermillion, 3 years. 

Robert Godwin Langdon, department of physiological chemistry, Johns 
Hopkins University School of Medicine, Baltimore, 3 years. 

Fred V. Lucas, department of pathology, University of Rochester 
(N. Y.), 2 years. 

Werner K. Maas, Ph.D., department of pharmacology, New York 
University College of Medicine, 3 years. 

Lawrence M. Marshall, Ph.D., department of biochemistry, Howard 
University College of Medicine, Washington, D. C., 3 years. 

Melvin L. Moss, Ph.D., department of anatomy, Columbia University, 
New York, 2 years. 

George E. Murphy, department of pathology, Cornell University 
Medical College, New York, 3 years. 

Sidney Shulman, Ph.D., department of bacteriology and immunology, 
University of Buffalo School of Medicine, 3 years. 

James Robert Teabeaut II, department of pathology, University of 
Tennessee, 1 year. 

Verne L. van Breeman, Ph.D., department of anatomy, University of 
Colorado, 2 years. 


The Lederle Medical Faculty awards are intended to strengthen 
the preclinical departments of medical schools in the United 
States and Canada by contributing to the support of the teach- 
ig and research activities of members of such departments who 
already have demonstrated high quality of performance but who 
have not yet attained permanent faculty tenure. 
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Prevalence of Poliomyelitis—According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States and its territories 
and possessions in the weeks ended as indicated: 
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Pacific States 
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CANADA 


Meetings on Mental Health.—The fifth International Congress 
on Mental Health, which will convene at the University of 
Toronto, Aug. 14 to 21, will have as its theme “Mental Health 
in Public Affairs,” which will be developed in discussions of 
“Mental Health and Spiritual Values”; “Mental Health and 
Public Health Partnership”; and “The World Situation and Its 
Implications for Mental Health.” Daily technical sessions will 
be organized around five major topics: Areas of Partnership in 
Mental and Public Health; Mental Health and Governmental 
Activities; Mental Health of Children and Youth; Community 
Partnership in Mental Health; and Professional Advances in 
Mental Health. There will be round tables on mental health and 
education; parent education; and the role of the volunteer in 
mental health work. Among the participants will be Drs. 
William Malamud, Boston, Paul V. Lemkau, Baltimore, lago 
Galdston, New York, and Frank A. Calderone, Great Neck, 
a 

The congress will be preceded by the International Institute 
on Child Psychiatry, Aug. 13 and 14, which will consider “The 
Emotional Problems of Children Under Six.” Case studies and 
research reports will be presented on psychosis in children; pre- 
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vention of psychosis; interrelationship of physical and emotional 
factors; and maternal separation. On Saturday afternoon there 
will be a plenary session with papers presented by Dr. Georges 
Heuyer, Paris, France; Dr. Emanuel Miller, London, England, 
and Dr. Benjamin Spock, Pittsburgh. 

The first International Congress on Group Psychotherapy will 
be held in connection with the congress on mental health. Each 
session will consist of three panels and will deal with group 
psychotherapy and group studies in relation to the major areas 
of interest, Thursday morning (Aug. 12) being devoted to dis- 
cussions on the family, and Thursday afternoon to the local 
community. A forum dealing with the international community 
will be held Thursday, 8 to 10 p. m. The plenary dinner session 
is scheduled for Friday, Aug. 20. Representatives of 23 nations 
are sponsoring the meeting, which will be held at the University 
of Toronto. 


FOREIGN 

Photobiologic Congress.—The International Photobiologic Con- 
gress will be held in Amsterdam, The Netherlands, Aug. 23 to 
28. Dr. James D. Hardy, Philadelphia, will serve as chairman 
for a symposium on the fundamental effects of nonionizing 
radiations on the skin, Tuesday, and will read a paper entitled 
“The Influence of Visible and of Infra-Red Radiation on the 
Skin.” 


Congress of Nutrition.—The third International Congress of 
Nutrition will be held in Amsterdam, the Netherlands, Sept. 13 
to 17. Dr. Jack A. Mayer, Boston, will participate in a dis- 
cussion on experimental obesity Monday afternoon. The main 
topics for discussion include overnutrition and disease; nutrition 
and liver disease; parenteral nutrition; nutrition and the psyche; 
and nonnutrient foreign chemical substances in foods. 


Congress on Internal Medicine.—The third International Con- 
gress of Internal Medicine will be held at the Palais des Concerts, 
Stockholm, Sweden, Sept. 15 to 18. The main subjects to be 
discussed are hypertension and collagen diseases. Presentations 
on hypertension will be made by Drs. Irvine H. Page, Cleveland, 
and Robert W. Wilkins, Boston. Drs. Philip S. Hench, Rochester, 
Minn., and Paul Klemperer, New York, will read papers on 
mesenchymal diseases. Communications by the following physi- 
cians have been scheduled: Drs. William Dameshek, Mario 
Stefanini, and Sara M. Jordan, Boston; Dr. Robert M. Stecher, 
Cleveland; Dr. Jacob A. Bargen, Rochester, Minn.; Dr. Marvin 
Pollard, Ann Arbor, Mich.; and Dr. T. Grier Miller, Phila- 
delphia. 


Congress of History of Medicine.—The International Congress 
of the History of Medicine will be held Sept. 13 to 20 in Rome 
and Salerno, Italy. The general reports include: “Medicine as 
a Uniting Link Amongst Peoples”; “What Has Been Accom- 
plished by Medicine for the Progress of Civilization”; “The 
School of Salerno and the Pre-University Medical World”; and 
miscellaneous subjects. The first three plenary sessions will be 
held in Rome and the fourth in Salerno. The schedule includes 
visits to the Institute of the History of Medicine at the Univer- 
sity City, the medical phylatelic show, the Institute of Public 
Health, and numerous other excursions of interest. On Thursday 
a papal audience will be held at Castel Gandolfo. 


Antityphus Campaign in Afghanistan.—The World Health 
Organization’s Regional Office for Southeast Asia has been in- 
formed that this year’s antityphus campaign in and around 
Kabul, capital city of Afghanistan, has been unqualifiedly 
successful. In a country where only a few years ago epidemics 
of louse-borne typhus took a toll of thousands in dead or seri- 
ously ill, the Kabul area this year reported not a single case. 
According to the Regional Office, this exceptional record is due 
to the large-scale application, by the national health services, 
of procedures of dusting with chlorophenothane (DDT). The 
1953-1954 antityphus campaign in the capital and surrounding 
villages involved nearly 245,000 persons. In a total of 19,275 
homes, more than 2,500,000 pieces of clothing, beds, and bed- 
ding were dusted. In addition, 302 mosques, 29 public baths, 
and 1,294 horse-drawn hacks were treated with chloropheno- 
thane powder. 
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CORRECTIONS 


Postgraduate Courses.—In the listing of postgraduate continy. 
ation courses for physicians on page 687 of the June 12, 1954 
issue of THE JOURNAL, the entry for the American Congres 
of Physical Medicine and Rehabilitation is incorrect. The coy. 
rect dates for the instruction seminar are Sept. 7 and 8, ang 
it will be held in the Statler Hotel, Washington, D. C. 


Dates of Clinical Meeting Changed.—The dates of the Clinica) 
Meeting to be held in Miami, Fla., have been changed to Noy. 29 
to Dec. 2. The dates as shown on the cover of THE Journa, 
June 26 and July 3 were incorrect. 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 Nort) 
Dearborn St., Chicago 10, Secretary. 
1954 Clinical Meeting, Miami, Florida, Nov. 29-Dec. 2. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 

AMERICAN MEDICAL ASSOCIATION PuBLIC RELATIONS INSTITUTE, Drake 
Hotel, Chicago, Sept. 1-2. Mr. Leo E. Brown, 535 N. Dearborn S$. 
Chicago 10, Director. 


ALASKA TERRITORIAL MEDICAL ASSOCIATION, Mt. McKinley Park Hotel 
Mt. McKinley Park, Aug. 15-17. Dr. William P. Blanton, P.O. Box 
2569, Juneau, Secretary. 

AMERICAN ASSOCIATION OF OBSTETRICIANS, GYNECOLOGISTS AND ABDOMINAI 
SurGeons, The Homestead, Hot Springs, Va., Sept. 1-11. Dr. Frank R 
Lock, Bowman Gray School of Medicine, Winston-Salem, N. C. 
Secretary. 

AMERICAN CONGRESS OF PHYSICAL MEDICINE AND REHABILITATION, Hotel 
Statler, Washington, D. C., Sept. 6-11. Dr. Walter J. Zeiter, 30 N 
Michigan Ave., Chicago 2, Executive Director. 

AMERICAN SOCIETY OF CLINICAL PATHOLOGISTS, Shoreham Hotel, Washing- 
ton, D. C., Sept. 6. Dr. Clyde G. Culbertson, 1040-1232 W.. Michigan 
St., Indianapolis, Secretary. 

AMERICAN VETERINARY MEDICAL ASSOCIATION, Olympic Hotel, Seattle, 
Aug. 23-26. Dr. J. G. Hardenbergh, 600 South Michigan Blvd., Chi- 
cago 5, Executive Secretary. 

NATIONAL MEDICAL ASSOCIATION, Washington, D. C., Aug. 9-13. Dr. John 
T. Givens, 1108 Church St., Norfolk 10, Va., Executive Secretary. 
NEUROSURGICAL SOCIETY OF AMERICA, Grand Hotel, Mackinac Island, 
Mich., July 21-24. Dr. Lester A. Mount, 700 West 168th St., New 

York 32, Secretary. 

PaciFic DERMATOLOGIC ASSOCIATION, Broadmoor Hotel, Colorado Springs, 
Colo., Sept. 2-4. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Bismarck, N. D., Sept. 11. Dr. Robert B. Radl, 221 Fifth St., Bis- 
marck, N. D., Governor. 

RENO SurGicat Society, Reno, Nev., Aug. 19-21. Dr. James R. Herz, 
508 Humboldt St., Reno, Nev., Secretary. 

U. S. CHAPTER, INTERNATIONAL COLLEGE OF SURGEONS, Chicago, Sept. 7-10. 
Dr. Karl Meyer, 1516 Lake Shore Dr., Chicago, Secretary. 

WEST VIRGINIA STATE MEDICAL ASSOCIATION, The Greenbrier, White 
Sulphur Springs, Aug. 19-21. Mr. Charles Lively, P.O. Box 1031, 
Charleston, Executive Secretary. 


FOREIGN AND INTERNATIONAL 

COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25, 1955. Mr. J. H. Harley Williams, 
Tavistock House North, Tavistock Square, London, W.C.1, England, 
Secretary General. 

CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLIND- 
NEss, New York, N. Y., U. S. A., Sept. 12-17, 1954. Professor 
Franceschetti, 2 Avenue Mirmot, Geneva, Switzerland, Secretaty- 
General. 

CONGRESS OF INTERNATIONAL SOCIETY OF MEDICAL Hypro.ocy, Vichy and 
Paris, France, Sept. 26, 1954. For information write: Dr. Giulio Amm- 
randoli, Via Della Torretta 11, Montecatini Terme, Italy. 

CONGRESS OF INTERNATIONAL SOCIETY OF UROLOGISTS, Athens, Greece, 
April 1955. Prof. Z. Kairis, 25 rue Voukourestiou, Athens, Greece, 
Secretary-General. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29, 1955. Dr. Eugene P. Pendergrass, 3400 
Spruce St., Philadelphia 4, Pa., U. S. A., Secretary General. 

INTER-AMERICAN SESSION, AMERICAN COLLEGE OF SURGEONS, Universidad 
Mayor de San Marcos de Lima, Lima, Peru, S. A., Jan. 11-14, 1955. 
Dr. Michael L. Mason, 40 East Erie St., Chicago 11, Il, U. S. A» 
Secretary. 

INTERNATIONAL ANESTHESIA RESEARCH SociETy, Ambassador Hotel, Los 
Angeles, Calif., U. S. A., Oct. 10-14, 1954. For information write: Dr. 
T. H. Seldon, 102-110 Second Avenue S.W., Rochester, Minn., U. S. A. 
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INTERNATIONAL CANCER Concress, Sao Paulo, Brazil, July 23-29, 1954. 
prof. A. Prudente, 171 rua Benjamin Constante, Sao Paulo, Brazil, 
President. 

INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 
land, July 20-24, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 

INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Dr. Robert A. Moore, University of Pitts- 
burgh, Schools of the Health Profession, Pittsburgh 13, Pa., U. S. A., 
Chairman, Committee on Arrangements. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Barcelona, Spain, 
Oct. 4-8, 1954. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
ll, U. S. A., Executive Secretary. 

INTERNATIONAL CONGRESS ON GROUP PSYCHOTHERAPY, Toronto, Ont., 
Canada, Aug. 12-14, 1954. Dr. J. L. Moreno, Room 327, 101 Park Ave., 
New York 17, N. Y., U. S. A., Director of Organizing Committee. 

[INTERNATIONAL CONGRESS ON GYNECOLOGY AND OBSTETRICS, Geneva, Switz- 
erland, July 26-31, 1954. Dr. H. de Watteville, Maternité Hopital 
Cantonal, Geneva, Switzerland, President. 

INTERNATIONAL CONGRESS OF HEMATOLOGY, Paris, Sept. 6-11, 1954. Dr. 
Jean Bernard, 86 rue d’Assas, Paris 6°, France, Secretary. 

INTERNATIONAL CONGRESS OF THE HIstorY OF MEDICINE, Rome and 
Salerno, Italy, Sept. 13-20, 1954. For information write: Segreteria XIV 
Congresso Internazionale di Storia della Medicina, Instituto di Storia 
della Medicine, Citta Universitaria, Rome, Italy. 

INTERNATIONAL CONGRESS OF HypDaTip Disease, Madrid, Spain, Sept. 25-30, 
1954. Dr. Jesus Calvo Melendro, Hospital Provincial, Sorea, Spain, 
Secretary General. 

INTERNATIONAL CONGRESS FOR INDIVIDUAL PsycHOLOGy, Zurich Switzer- 
land, July 26-29, 1954. For information write: Dr. E. Schmid, 14, Kron- 
leinstrasse, Zurich, Switzerland. 

INTERNATIONAL CONGRESS OF INDUSTRIAL MEDICINE, Naples, Italy, Sept. 
13-19, 1954. Professor Scipione Caccuri, Director, Institute of Indus- 
trial Medicine Policlinico, Naples, Italy, Chairman, Organizing Com- 
mittee. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Stockholm, Sweden, Sept. 
15-18, 1954. Professor Anders Kristenson, Karolinska Sjukhuset, Stock- 
holm 60, Sweden, Secretary-General. 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Toronto, Ontario, Canada. 

INTERNATIONAL CONGRESS OF NUTRITION, Amsterdam, Netherlands, Sept. 
13-17, 1954. Dr. M. van Eekelen, Centraal Instituut voor Voedingsonder- 
zoek T.N.O., 61 Catharynesingel, Utrecht, Netherlands, General Secretary. 

INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, University of Montreal and 
McGill University, Montreal, Canada, Sept. 9-11, 1954, and Waldorf- 
Astoria, New York, N. Y., U. S. A., Sept. 12-17, 1954. Dr. William L. 
Benedict, 100 First Avenue Building, Rochester, Minn., U. S. A., 
Secretary-General. 


INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Berne, Switzerland, Aug. 30-Sept. 3, 1954. For information write: 
Professor M. Dubois, Isle-Hospital, Berne, Switzerland. 

INTERNATIONAL CONGRESS FOR PSYCHOTHERAPY, Zurich, Switzerland, July 
21-24, 1954. Dr. H. K. Fierz, Theaterstrasse 12, Zurich 1, Switzerland, 
Secretary General. 

INTERNATIONAL FEDERATION OF MEDICAL STUDENT. ASSOCIATIONS, Rome, 
Italy, Oct. 1-5, 1954. Mr. Jorgen Falck Larsen, 12, Kristianiagade, 
Copenhagen Q@, Denmark, General Secretary. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 19-23, 1954. Mrs. A. Humpage, Tavistock House South, Tavistock 
Square, London, W.C.1, England, Organizing Secretary. 

INTERNATIONAL HosprtaL CONGRESS, Lucerne, Switzerland, May 30-June 3, 
1955. Capt. J. E. Stone, International Hospital Federation, 10 Old 
Jewry, London, E.C.2, England, Hon. Secretary. 

INTERNATIONAL INSTITUTE ON CHILD PsyCHIaTRY, Toronto, Canada, Aug. 
13-14, 1954. Miss Helen Speyer, International Association for Child 
Psychiatry, 1790 Broadway, New York 19, N. Y., U. S. A., Executive 
Officer. 

INTERNATIONAL POLIOMYELITIS CONGRESS, University of Rome, Orthopedic 
Clinic, Rome, Italy, Sept. 6-10, 1954. Mr. Stanley E. Henwood, 120 
Broadway, New York 5, N. Y., U. S. A., Executive Secretary. 

INTERNATIONAL SOCIETY OF BLOOD TRANSFUSION, Paris, France, Sept. 12-19, 
1954. For information write: Colonel Julliard, Société Internationale de 
Transfusion Sanguine, 53 Boulevard Diderot, Paris 12°, France. 

INTERNATIONAL SOCIETY FOR CELL BioLocy, Leiden, Netherlands, Sept. 1-8, 
1954. Professor Peter J. Gaillard, University of Leiden, Leiden, Nether- 
lands, Secretary. 

INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Professor Fred C. Roulet, Hebelstrasse 24, 
Basel, Switzerland, Secretary-General. 

JAPAN. MEDICAL CONGRESS, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5, 1955. Dr. Mitsuharu Goto, 
University Hospital, Medical Faculty of Kyoto University, Kyoto, 
Japan, Secretary General. 

MEDICAL WOMEN’S INTERNATIONAL ASSOCIATION CONGRESS, Lake Garda, 
Italy, Sept. 15-21, 1954. Dr. Ada Chree Reid, 118 Riverside Drive, New 
York 24, N. Y., U. S. A., President. 

PAN AMERICAN CONGRESS OF GASTROENTEROLOGY, Sao Paulo, Brazil, July 
19-24, 1954; For information address: Dr. Jairo Ramos, Avenida Briga- 
deiro Luiz Antonio 278-8° andar, Sao Paulo, Brazil. 
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PAN AMERICAN CONGRESS OF PEDIATRICS, Sao Paulo, Brazil, Aug. 1-7, 1954. 
For information address: Dr. Jairo Ramos, Avenida Brigaderio Luiz 
Antonio 278-8° andar, Sao Paulo, Brazil. 


PAN AMERICAN HOMEOPATHIC MEDICAL CONGRESS, Hotel Gloria, Rio de 
Janeiro, Brazil, S. A., Oct. 2-13, 1954. Dr. Paul S. Schantz, 103 West 
Main St., Ephrata, Pa., U. S. A., Executive Secretary. 


Pan-PaciFic SURGICAL CONGRESS, Honolulu, Hawaii, Oct. 7-18, 1954. Dr. 
F. J. Pinkerton, Suite 7, Young Bidg., Honolulu 13, Hawaii, Director 
General. 


Wortp CONGRESS OF CarDIOLOGy, Washington, D. C., U. S. A., Sept. 
12-18, 1954. Dr. L. W. Gorham, 44 East 23d St., New York 10, N. Y., 
U. S. A., Secretary-General. 


WortD CONGRESS OF INTERNATIONAL SOCIETY FOR THE WELFARE OF 
CripPLes, Scheveningen-The Hague, Netherlands, Sept. 13-17, 1954. 
Secretariat: Muss H. P. Post, Pieter Lastmarkade 37, Amsterdam Z, 
Netherlands. 


Wor_D FEDERATION OF OCCUPATIONAL THERAPISTS, Edinburgh, Scotland, 
August 17, 1954. 


Wor._D MEDICAL AssociaTION, Rome, Italy, Sept. 26-Oct. 2, 1954. Dr. 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. A,, 
Secretary-General. 





EXAMINATIONS 
AND LICENSURE 








EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various Centers, July 16. 
Final date for filing applications was Jan 16. Sec., Dr. Curtiss B. Hickox, 
80 Seymour St., Hartford 15. 

AMERICAN BOARD OF DERMATOLOGY AND SyYPHILOLOGY: Written. Various 
centers, Sept. 2. Oral. Ann Arbor, Oct. 15-18. To be eligible candidates 
must have completed thirty-six months of training by October 1. Final 
date for filing application was May 1. Exec. Sec., Miss Janet Newkirk, 
129 E. 52nd St., New York 22. 

AMERICAN BOARD OF INTERNAL MEDICINE: Oral. New York, Sept. 22-24 
(candidates on the east coast). The closing date for acceptance of appli- 
cations was April 1. Written Oct. 18. Final date for acceptance of appli- 
cations was May 1. Subspecialties. Allergy. New York, Sept. 23 and 
Pulmonary Disease. New York, Sept. 24. Closing date for acceptance of 
applications was May 10. Exec. Sec.-Treas., Dr. William A. Werrell, One 
West Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. New Haven, November. 
Final date for filing application is November 1. Sec., Dr. Leonard T. 
Furlow, 600 S. Kingshighway, St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part I. Various Cen- 
ters, Feb. 4, Part II, Chicago. Deadline for receipt of applications is 
October 1. Sec., Dr. Robert L. Faulkner, 2105 Adelbert Road, Cleve- 
land 6. 

AMERICAN BOARD OF OPHTHALMOLOGY: Practical examinations, 1954. New 
York City, Dec. 5-9, Final date for filing applications was July 1, 1953. 
Written, 1955. Various cities, Jan. 24-25. Final date for filing applicatiog 
was July 1, 1954, Practical examinations, 1955. Chicago, Oct. 9-14. Sec., 
Dr. Edwin B. Dunphy, 56 Ivie Road, Cape Cottage, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Oral and Written. Los 
Angeles, Jan. 26-28. Final date for filing applications for Part II is 
Aug. 15. Sec., Dr. Harold A. Sofield, 122 South Michigan Ave., 
Chicago 3, IIl. 

AMERICAN BOARD OF OTOLARYNGOLOGY. New York City, Sept 13-17; Rich- 

*mond, Va., March 6-10, 1955. Sec., Dr. Dean M. Lierle, University 
Hospital, Iowa City. 

AMERICAN BOARD OF PEDIATRICS: Oral. Chicago, Oct. 8-10 and New Haven, 
December. Ex. Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rose- 
mont, Pa. 


AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION, Oral and 
Written. Washington, D. C., Sept. 5-6. Final date for filing applications 
was March 31. Sec., Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago. 

AMERICAN BoarD OF PLAsTic SURGERY. Atlanta, Ga., Oct. 20-22. Final 
date for filing case reports was June 1. Final date for filing case 
reports for spring 1955 examination is Jan. 1. Corres. Sec., Miss Estelle 
E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BOARD OF PREVENTIVE MEDICINE: Parts 1 and 2. Buffalo, Oct. 
9-11. Final date for filing applications was July 15. Sec., Dr. Ernest 
L. Stebbins, 615 N. Wolfe St., Baltimore. 

AMERICAN BOARD OF ProctoLtocy. Part I. Philadelphia, Sept. 25-26. 
Examination in Proctology and Anorectal Surgery. Sec., Dr. Stuart T. 
Ross, Secretary, 131 Fulton Ave., Hempstead, New York. 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: New York, Dec. 13-14; 
New Orleans, Feb. 28-March 1, 1955; San Francisco, Mid-October, 
1955; New York City, December, 1955. Sec., Dr. David A. Boyd, 102- 
110 Second Ave. S.W., Rochester, Minnesota. 

AMERICAN BOARD OF RADIOLOGY: Oral. Washington, D. C., September. 
Final date for filing application for the September examination was May 
1. Sec., Dr. B. R. Kirklin, 102-110 Second Ave. S.W., Rochester, Minn. 
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DEATHS 


Keefer, Frank Royer ® Brigadier General, U. S. Army, retired, 
Washington, D. C.; born in Venango County, Pa., Oct. 10, 1865; 
University of Pennsylvania Department of Medicine, Phila- 
delphia, 1889; fellow of the American College of Surgeons; 
appointed assistant surgeon in the regular Army on June 6, 
1890; promoted to captain, assistant surgeon in June, 1895, 
major in June, 1902, lieutenant colonel in 1910, and colonel on 
July 1, 1916; became assistant surgeon with rank of brigadier 
general in 1927, and retired in 1929; served in the Philippine 
Islands during the Spanish-American War and the Philippine 
Insurrection, during which period he participated in the Battle 
of Manila and eight other engagements; held the temporary 
rank of major and surgeon of volunteers during the Philippine 
Insurrection; at the outbreak of World War I was serving in the 
Hawaiian Islands; ordered to the United States and in the latter 
part of 1917 was appointed chief of the medical division, Provost 
Marshal General’s Office in Washington; also served as com- 
manding officer of General Hospital No. 31, at Carlisle, Pa.; 
from October, 1920, to July, 1922, chief surgeon of the American 
Forces in Germany and the Second Corps Area in New York 
City from 1922 to 1927; served in Alaska, Hawaii, and the 
Philippine Islands; in addition to service with the regular Army, 
detailed to duty with the National Guard; professor of military 
hygiene at the U. S. Military Academy at West Point from 1910 
to 1914; awarded the Cross of Officer of the Legion of Honor 
by the French government; chairman of the District of Columbia 
chapter of the American Red Cross from 1930 to 1942; received 
the honorary degree of doctor of science from Dickinson College, 
Carlisle, Pa., in 1934; author of “Alcoholic Drinks and Nar- 
cotics” and “Military Hygiene and Sanitation”; died in the 
Walter Reed Army Hospital May 15, aged 88, of adenocarci- 
noma of the prostate and generalized arteriosclerosis. 


Rhinehart, Darmon Artelle ® Little Rock, Ark.; born in Pulaski, 
Ind., June 5, 1887; Indiana University School of Medicine, 
Indianapolis, 1913; teaching fellow of anatomy at his alma 
mater 1910-1911, associate 1911-1912, and instructor 1913-1914; 
in 1914 joined the faculty of the University of Arkansas School 
of Medicine as professor of anatomy, from 1917 to 1919 served 
as director of the department of anatomy, in 1921 was given 
an additional appointment as instructor in roentgenology, 
established the department of roentgenology, became professor 
of roentgenology in 1930, served as professor of applied anatomy 
until 1945, and at the time of his death held the title of emeritus 
professor of radiology and anatomy;, specialist certified by the 
American Board of Radiology; at one time a member of the 
House of Delegates of the American Medical Association; past 
president of the Pulaski County Medical Society and the 
Arkansas Medical Society; past chairman of the section on radi- 
ology of the Southern Medical Association; member of the 
American Association of Anatomists, American Roentgen Ray 
Society, and Radiological Society of North America; fellow of 
the American College of Radiology; past president and member 
of. the board of trustees of the American Registry of X-Ray 
Technicians; affiliated with St. Vincent Infirmary, Baptist State, 
Missouri Pacific, and Arkansas Children’s hospitals; author of 
a textbook “Roentgenographic Technique”; died May 22, aged 
66, of coronary occlusion. 


Kellers, Henry Carsten @ Lieut. Commander, U. S. Navy, 
retired, Mill Valley, Calif.; born in Charleston, S. C., July 6, 
1874; Medical College of the State of South Carolina, Charles- 
ton, 1894; enlisted in the Navy as a hospital steward at Augusta, 
Ga., in 1903; appointed a pharmacist, U. S. N., in 1917, and 
a temporary assistant surgeon in 1918; appointed a lieutenant, 
Medical Corps, U. S. Navy in 1920; promoted to lieutenant 
commander in 1931; placed on the retired list of officers of the 
Navy in 1938; recalled to active duty in 1939 and served until 
1945; during his more than 40 years of service as an enlisted 
man and an officer, served in many ships and at many stations, 





@ Indicates Member of the American Medical Association. 


including the United States ships Chicago, Minneapolis, Boston, 
Charleston, Philadelphia, Independence, Raleigh, and Albatross: 
a member of the Naval Observatory Eclipse Expeditions of 1925, 
1927, 1929, and 1930 to Sumatra, Nicaragua, the Philippine 
Islands, and the Tongo Archipelago, respectively; commended 
by the Smithsonian Institution for his assistance in collecting, 
classifying, and preserving biological and natural history speci- 
mens; during the 1930 expedition made one of the most im- 
portant discoveries that has been made in the well worked field 
of shallow water sea urchins in the past 100 years; discovered 
a new type named Zenocentrotus, a species of which was named 
in his honor; died in Naval Hospital, Oakland, Calif., May 23, 
aged 79, of myocardial infarction. 


Duhigg, Thomas Francis ® Commander, U. S. Navy, retired, 
New York City; born in Polk County, Iowa, March 10, 1878: 
Jefferson Medical College of Philadelphia, 1902; commissioned 
a lieutenant (j. g.), Naval Reserve Force in 1917; discharged to 
accept a regular Navy commission in 1918; placed on the retired 
list of officers of the Navy in 1940; retained on active duty until 
December, 1944; commissioned a commander in 1942; before 
entering the Navy served during the Mexican border incident 
as commanding officer of a field hospital; during his nearly 30 
years of Naval service, served at the receiving stations at 
Boston, and Norfolk, Va.; at the Marine Barracks, Parris Island, 
S. C.; with the 5th Regiment, Second Brigade, U. S. Marines in 
Nicaragua; at the recruiting stations, Des Moines, Iowa, Bos- 
ton, Louisville, Ky., and Brooklyn, N. Y.; also served on the 
U. S. ships Aberenda, Sacramento, Helena, and Asheville; 
during World War II served with V-12 Units at Middlebury 
College, Middlebury, Vt., University of Vermont, Burlington, 
Tufts College, Medford, Mass., and Boston University School 
of Medicine; his final tour of duty was with the Veterans Ad- 
ministration in New York; specialist certified by the American 
Board of Internal Medicine; fellow of the American College of 
Physicians; died in the U. S. Naval Hospital, St. Albans, L. L., 
N. Y., May 26, aged 76, of general cancer. 


Fort, Walter Abram ® Captain, U. S. Navy, retired, Long 
Beach, Calif.; born in Centerville, Mich., March 21, 1891; 
University of Michigan Medical School, Ann Arbor, 1917; 
appointed an assistant surgeon in the Naval Reserve Force in 
April, 1917, and a lieutenant (j. g.), Medical Corps, U. S. Navy 
in July of the same year; promoted to captain, Medical Corps, 
U. S. Navy in January, 1942; and retired for physical disability 
on Jan. 1, 1946; during his more than 28 years of Naval service, 
served in the United States ships Grosser Kurfurst, Aeolus, 
Canonicus, Yacona, South Carolina, Milwaukee, Tulsa, Arizona, 
Relief, and Lafayette (formerly the Leviathan); served in the 
Naval hospitals at New York, Newport, St. Thomas, Virgin 
Islands, Norfolk, Mare Island, and Canacao, Philippine Islands, 
as well as at the Navy Yard, Brooklyn, and the Naval Medical 
School, Washington, D. C.; specialist certified by the American 
Board of Radiology; member of the Radiological Society of 
North America and the American College of Radiology; 
awarded the Bronze Star Medal while serving as medical officer 
in command of U. S. Fleet Hospital No. 110, during operations 
against enemy Japanese forces in the South Pacific area, from 
November, 1943, to December, 1944; died May 23, aged 63, of 
coronary thrombosis and generalized arteriosclerosis. 


Arthur, Lawrence Milton ® Great Falls, Mont.; University of 
Minnesota Medical School, Minneapolis, 1941; served during 
World War II; died in the Columbus Hospital May 21, aged 39. 


Balle, Alfred Leo ® Seattle; University of Oregon Medical 
School, Portland, 1928; member of the American Society of 
Clinical Pathologists; affiliated with Providence Hospital; died 
in Cobb Hospital April 27, aged 60, of a ruptured esophageal 
varix and cirrhosis of the liver. 

Beam, Joshua Phillip ® Oakwood, Okla.; Kansas City (Mo.) 
College of Medicine and Surgery, 1919; died April 15, aged 83, 
of cancer and heart disease. 
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Beatie, William R. @ Springfield, Mo.; Marion-Sims College of 
Medicine, St. Louis, 1892; past president of Greene County 
Medical Society; affiliated with Springfield Baptist Hospital; died 
in Mercy Infirmary, March 26, aged 87, of congestive heart 
failure. 


Beatty, John Holmes © Tonkawa, Okla.; University of Wooster 
Medical Department, Cleveland, 1903; died April 28, aged 78. 


Beebe, Richard Clarence @ Lewes, Del.; Jefferson Medical 
College of Philadelphia, 1913; fellow of the American College 
of Surgeons; past president of the Medical Society of Delaware 
and the Sussex County Medical Society; served in France during 
World War I; co-founder of the Beebe Hospital, where he died 
April 9, aged 63, of cirrhosis of the liver. 


Bellinger, Daniel Spalding ® North Tonawanda, N. Y.; Univer- 
sity of Buffalo School of Medicine, 1915; for many years 
member of the board of education of Tonawanda; on the staff 
of the DeGraff Memorial Hospital, where he died April 28, 
aged 75. 


Boling, John Radford ® Tampa, Fla.; Emory University School 
of Medicine, 1915; specialist certified by the American Board 
of Surgery; member of the Southeastern Surgical Congress; 
fellow of the International College of Surgeons and the Ameri- 
can College of Surgeons; past president and vice-president of the 
Florida Medical Association; past president of the Hillsborough 
County Medical Society; affiliated with St. Joseph’s and Tampa 
Municipal hospitals; died April 12, aged 59, of coronary heart 
disease. 

Boyd, Claudius Le Roy ® Vincennes, Ind.; University and Belle- 
vue Hospital Medical College, New York, 1903; served as 
president and secretary of the Knox County Medical Society; 
county health officer; for many years physician for the Baltimore 
and Ohio Railroad; on the staff of the Good Samaritan Hospital, 
where he died May 1, aged 76, of cerebral hemorrhage and 
diabetes mellitus. 


Callender, John Meade, Brooklyn; University College of Medi- 
cine, Richmond, 1896; served on the staffs of the Brooklyn and 
St. John’s Episcopal hospitals; died in Petersburg, Va., May 7, 
aged 88, of fibrosarcoma. 


Casada, Benjamin Franklin, Hot Springs National Park, Ark.; 
University of Arkansas School of Medicine, Little Rock, 1907; 
died May 2, aged 81, of arteriosclerosis. 


Casey, William Dermott, Memphis, Tenn.; Memphis (Tenn.) 
Hospital Medical College, 1908; affiliated with Veterans Ad- 
ministration Hospital (Kennedy); died in Oakville (Tenn.) 
Memorial Sanatorium April 23, aged 74, of systemic miliary 
tuberculosis. 


Clark, John Callender ® Memphis, Tenn.; University of Nash- 
ville Medical Department, 1900; an Associate Fellow of the 
American Medical Association; died April 7, aged 78, of hyper- 
tensive cardiovascular disease. 


Cooley, Herbert Sutherland, Keyport, N. J.; Columbia Univer- 
sity College of Physicians and Surgeons, New York, 1897; on 
the staff and a member of the board of governors of the Dr. 
E. C. Hazard Hospital in Long Branch; died in the Lawrence 
Hospital, Bronxville, N. Y., April 14, aged 80. 


Culbreath, Paul Hayne Jr. ® Columbia, S. C.; Medical College 
of the State of South Carolina, Charleston, 1929; died in South 
Carolina Sanatorium in State Park April 5, aged 48, of pul- 
monary tuberculosis. 


Dorris, George Thomas ® IIlmo, Mo.; Barnes Medical College, 
St. Louis, 1906; served as mayor, and member of the board of 
education for many years; on the Scott County medical advisory 
board for Selective Service during World War II; member of 
the American Academy of General Practice; affiliated with 
Southeast Missouri Hospital and St. Francis Hospital in Cape 


Girardeau, where he died May 5, aged 73, of cerebral hemor- 
thage. 


Ellis, James Chappel, McAllen, Texas; Barnes Medical College, 
St. Louis, 1908; died April 12, aged 78. 


Eterno, James, Chicago; Loyola University School of Medicine, 
Chicago, 1916; died June 3, aged 59. 
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Fernandez, Manuel Lawrence ® Pinole, Calif.; Medical Depart- 
ment of the University of California, San Francisco, 1900; direc- 
tor of Bank of Pinole; an Associate Fellow of the American 
Medical Association; affiliated with Merritt Hospital in Oakland, 
where he was one of the founders of the Peralta Hospital; staff 
member emeritus, Richmond (Calif.) Hospital, where he died 
April 27, aged 77, of prostatism and generalized arteriosclerosis. 


Forster, Alexius Mador @ Colorado Springs, Colo.; University 
of Louisville (Ky.) Medical Department, 1904; member of the 
American College of Chest Physicians, American Trudeau 
Society, and the American Clinical and Climatological Associa- 
tion; served during World War I, holding the rank of lieutenant 
colonel and commanding an Army Base Hospital in France; on 
the staff of the Cragmoor Sanitarium; died in St. Francis 
Hospital March 23, aged 73, of hemorrhage due to gastric ulcer. 


Franceschetti, Romeo, Philadelphia; Regia Universita di Napoli 
Facolta di Medicina e Chirurgia, Italy, 1920; died in Rome, 
Italy, May 5, aged 58, of carcinoma of the lungs. 


Fremmel, Harry Joseph, Chicago; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1912; for many years affiliated with City of Chicago 
Municipal Sanitarium; died June 2, aged 71. 


Froggatt, Wesley E. L. ® Cross Plains, Wis.; Detroit College 
of Medicine, 1895; died March 31, aged 83, of arteriosclerotic 
heart disease. 


Gerrity, Thomas Joseph, French Camp, Calif.; Georgetown 
University School of Medicine, Washington, D. C., 1953; served 
during World War II; intern, San Joaquin General Hospital, 
where he died April 3, aged 29, of coronary occlusion. 


Goodrich, Hubert J. ® McKees Rocks, Pa.; Jefferson Medical 
College of Philadelphia, 1907; affiliated with St. John’s General 
Hospital in Pittsburgh, and the Ohio Valley General Hospital; 
died May 13, aged 70, of carcinoma of the colon. 


Gordon, Charles Dennis ® Mount Arlington, N. J.; College of 
Physicians and Surgeons, Baltimore, 1909; died May 14, aged 
76, of generalized arteriosclerosis. 


Gottlieb, Leo @ St. Louis; Washington University School of 
Medicine, St. Louis, 1932; assistant professor of clinical medicine 
at his alma mater; served during World War II; affiliated with 
Barnes, Missouri Baptist, and Jewish hospitals; died March 19, 
aged 46, of a heart attack. 


Greer, F. M., Mabel, N. C. (licensed in North Carolina in 1909); 
died May 6, aged 84, of gangrene in the left arm, caused by 
thrombosis. 


Griffin, Clark Claude @ Vinton, Iowa; State University of lowa 
College of Medicine, lowa City, 1895; for many years member 
of the board of regents of the Virginia Gay Hospital; died in 
Orlando, Fla., May 1, aged 79, of cerebral hemorrhage. 


Griffin, Joseph Raymond @ Yonkers, N. Y.; Syracuse University 
College of Medicine, 1930; affiliated with St. John’s Riverside 
Hospital, where he died May 12, aged 49, of acute coronary 
thrombosis. 


Griffiths, David Ernest, Gary, Ind.; Western Pennsylvania 
Medical College, Pittsburgh, 1902; captain in the Medical Corps 
of the U. S. Army during World War I with overseas service in 
France; employed by U. S. Steel Corporation as surgeon for 
over 30 years, mainly as chief surgeon in the American Sheet 
& Tin Mill; affiliated with St. Mary’s Mercy Hospital, where he 
died April 23, aged 75, of mesenteric thrombosis. 


Habig, Louis Philip, St. Louis; Barnes Medical College, St. 
Louis, 1908; served on the staffs of the Missouri Baptist and 
Alexian Brothers hospitals; died April 19, aged 78, of cerebral 
thrombosis and arteriosclerotic cardiovascular disease. 


Hare, John Hampton, Warsaw, Va.; Maryland Medical College, 
Baltimore, 1905; served during World War I; died in Richmond 
April 19, aged 69. 

Harris, Paul Leon @ Lowell, Mass.; Tufts College Medical 
School, Boston, 1921; formerly member of the school board; 
affiliated with St. John’s, St. Joseph, and Lowell General hos- 
pitals; died April 25, aged 58, of hypertension. 
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Hausman, Frank, Homestead, Fla.; Medical College of Alabama, 
Mobile, 1893; served as city councilman; formerly super- 
intendent of the Druid City Hospital; died in the James Archer 
Smith Hospital April 25, aged 84, of mesenteric thrombosis, 
general peritonitis, and auricular fibrillation. 


Hersh, Harold Edwards ® Allentown, Pa.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1908; past 
president of the Lehigh County Medical Society; served overseas 
during World War I; for many years affiliated with Quakertown 
(Pa.) Community Hospital and Sacred Heart Hospital; died 
April 20, aged 73, of arteriosclerosis and coronary disease. 


Johnson, William Searle ® Philadelphia; Hahnemann Medical 
College and Hospital of Philadelphia, 1921; served on the staffs 
of the Philadelphia State Hospital and the Episcopal Hospital, 
where he died April 14, aged 62, of coronary occlusion. 


Karasek, Matthew ® Shidler, Okla.; Rush Medical College, 
Chicago, 1908; died in Newton Memorial Hospital in Winfield, 
Kan., May 14, aged 77, of lobar pneumonia. 


Kibzey, Ambrose Theodosius © Pontiac, Mich.; McGill Univer- 
sity Faculty of Medicine, Montreal, Canada, 1922; affiliated 
with the Pontiac State Hospital, where he was director of psy- 
chiatry; died in the Receiving Hospital, Detroit, April 25, aged 
65, of uremia and nephrosclerosis. 


King, Richard Bruce ® Boston; Harvard Medical School, Boston, 
1925; on the visiting staff of the Massachusetts General Hospital; 
died in Barnstable County Sanatorium in Pocasset March 9, aged 
54, of lobar pneumonia, polyarteritis nodosa, chronic nephritis, 
and chronic generalized psoriasis. 


Langford, John Wesley, Houston, Texas; Meharry Medical 
College, Nashville, Tenn., 1927; died April 22, aged 65, of 
massive cerebral arteriosclerosis, diabetes mellitus, and coronary 
insufficiency. 

Leaver, Morris Hampton @ Quakertown, N. J.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1902; died 
April 13, aged 81, of cerebral hemorrhage and arteriosclerotic 
heart disease. 


Luckey, Paul David © Connellsville, Pa.; Jefferson Medical 
College of Philadelphia, 1926; on the staff of the Connellsville 
State Hospital; died in St. Francis Hospital, Pittsburgh, April 7, 
aged 59, of mesenteric thrombosis. 


McGinnis, Perry A. © Knoxville, Tenn.; University of Tennessee 
College of Medicine, Memphis, 1931; member of the American 
Academy of General Practice; served during World War II; died 
May 3, aged 52. 

McNall, James Morgan © Waynesboro, Pa.; Jefferson Medical 
College of Philadelphia, 1890; member of the American Trudeau 
Society; served during World War I; at one time associated with 
the U. S. Public Health Service reserve; died April 16, aged 88, 
of congestive heart failure. 


Martyn, John Herbert, Cuba, Mo.; Missouri Medical College, 
St. Louis, 1890; died in Rolla March 5, aged 84. 


Maska, John Edward @ Cleveland; University of Wooster 
Medical Department, 1901; medical examiner for the Cleveland 
Transit System; for many years industrial physician for Lamson 
& Sessions Company; affiliated with St. Ann and Cleveland City 
hospitals; died in Lakewood (Ohio) Hospital April 27, aged 77, 
of cerebral hemorrhage: 


Miller, Willie Corvin, Belmore, Ohio; Eclectic Medical Institute, 
Cincinnati, 1902; for 10 years Putnam County coroner; clerk of 
the Belmore school district for many years; died May 2, aged 79, 
of cerebral hemorrhage. 


Morong, Frederic Lincoln © Honolulu, Hawaii; University of 
California Medical School, San Francisco, 1901; died in the 
Queens Hospital Feb. 22, aged 76, of carcinoma of the throat. 


Palmer, Douglass ® New York City; Cornell University Medical 
College, New York, 1915; at one time assistant professor of 
clinical medicine at his alma mater; affiliated with French 
Hospital; died May 19, aged 69, of coronary occlusion. 

Peiffer, Vincent George © Chicago; Ohio State University 
College of Medicine, Columbus, 1942; member of the Ohio 
State Medical Association; served during World War II; resident 
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in ophthalmology at the Illinois Eye and Ear Infirmary; died jp 
Norrie, Wis., May 22, aged 37, of injuries received in an auto- 
mobile accident. 

P’Pool, Matthew Wall, Jackson, Miss.; Medical Department of 
Tulane University of Louisiana, New Orleans, 1901; died May 
26, aged 83. 


Reese, Charles Bramble ® Sapulpa, Okla.; Maryland Medica] 
College, Baltimore, 1912; died May 2, aged 75, of a heart 
attack. 


Richardson, Floyd ® East Aurora, N. Y.; University of Buffalo 
School of Medicine, 1904; died April 20, aged 72. 


Rickards, Caroline F. J., Roslyn Heights, N. Y.; Woman's 
Medical College of Pennsylvania, Philadelphia, 1894; died 
April 22, aged 82, of coronary thrombosis and hypertensive 
cardiovascular heart disease. 


Roeling, William Henry ® New Orleans; Tulane University of 
Louisiana School of Medicine, New Orleans, 1926; chairman 
of the committee on arrangements for the annual meeting of 
the state society scheduled for May; member and past president 
of the staff of the Mercy Hospital, where he died May 14, 
aged 50. 


Somers, Paul Edward, Bellevue, Wash.; Northwestern University 
Medical School, Chicago, 1949; certified by the National Board 
of Medical Examiners; died March 30, aged 39. 


Steiner, Irving William ® Winona, Minn.; Rush Medical College, 
Chicago, 1916; formerly secretary of the Winona County Medi- 
cal Society; at one time county coroner; served during World 
War I; on the staff of the Winona General Hospital, where he 
died May 3, aged 66, of acute myocardial failure due to multiple 
myocardial infarctions and intramural thrombosis due to chronic 
coronary arteriosclerosis. 


Stepp, John Edward, Kansas City, Kan.; Kansas City Medical 
College, 1899; died in the Providence Hospital May 9, aged 83. 


Streen, Morris Edward, Newark, N. J.; Cornell University 
Medical College, New York, 1909; died in Beth Israel Hospital 
April 14, aged 67, of ruptured aneurysm of the abdominal aorta, 
severe retroperitoneal hemorrhage, and hypertensive, arterio- 
sclerotic cardiovascular disease. 


Townsend, Ralph Pierre © Valparaiso, Ind.; Cornell University 
Medical College, New York, 1942; specialist certified by the 
American Board of Psychiatry and Neurology; served during 
World War II; died in Research and Educational Hospital, 
Chicago, May 23, aged 38, of generalized visceral hemorrhage, 
acute leukemia, chronic granulocytic leukemia, and broncho- 
pneumonia. 

Walker, Edward Newport, Akron, Ohio; College of Physicians 
and Surgeons, Medical Department Kansas City (Kan.) Univer- 
sity, 1899; active in Summit County Board of Health from 1919 
to 1922; died in the City Hospital May 21, aged 82, of arterio- 
sclerotic heart disease. 

Woodford, George Elliott, Short Hills, N. J.; Western University 
Faculty of Medicine, London, Ontario, Canada, 1913; retired 
medical director of the Home Life Insurance Company; died 
in the Overlook Hospital, Summit, May 24, aged 65, of myo- 
cardial infarction. 

Yorshis, Philip, Los Angeles; Tufts College Medical School, 
Boston, 1919; died April 19, aged 55. 


DIED WHILE IN MILITARY SERVICE 





Kirschenbaum, David ® Woodside, N. Y.; University and 
Bellevue Hospital Medical College, New York, 1927; 
member of the Medical and Chirurgical Faculty of Mary- 
land and the American Psychiatric Association; began 
active duty on July 7, 1953; commissioned a lieutenant 
colonel in the Medical Corps of the U. S. Army Reserve, 
serving as chief psychiatrist for the Branch United States 
Disciplinary Barracks at Camp Crowder, Mo., where he 
died April 2, aged 49, of infarction of the myocardium and 
coronary occlusion. 
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AUSTRIA 


Bronchial Carcinoma.—At the meeting of the Society of Sur- 
geons of Vienna held March 19, Dr. W. Denk reported on the 
late results of pulmonary resection for bronchial carcinoma. 
At his clinic, bronchial carcinoma has been treated by radical 
operations during the last seven years. Although the opinion 
still prevails that operative treatment is of no value because 
of poor late results, Dr. Denk believes that this pessimistic atti- 
tude is not justified. Without radical operation, bronchial car- 
cinoma usually causes severe pain and death in 8 to 12 months 
after the onset of clinical symptoms. Most relapses after radi- 
cal operation develop during the first postoperative year. After 
three years, they are much less frequent, and, after five years, 
no relapses have been seen. This evaluation is based on the 
results in patients in whom operation was performed more than 
three years ago. 

From 1947 to 1950, 715 patients with bronchial carcinoma 
were admitted to the clinic; 408 of these were considered in- 
operable. An exploratory thoracotomy that established inopera- 
bility was performed on 142 patients. Radical operation was 
performed on 165 patients (148 pneumonectomies and 17 
lobectomies). Of 132 patients who underwent radical operation 
and who were discharged as cured, 24 have remained cured 
from three to six and three-fourths years. For the estimation 
of cures lasting five years or longer, 28 patients who had been 
discharged as cured were available. Six of these have survived 
for from five to six and three-fourths years. The prospects for 
permanent cure are much better in those in whom the regional 
lymph nodes are not yet invaded by carcinoma. Of 18 patients 
in whom the lymph nodes were not involved at the time of 
operation, 5 have remained cured for over five years. Even 
though this series is small, the results are similar to those re- 
ported in the world literature. The surgical mortality in this 
series averaged about 20%. The five year cures following radi- 
cal operation for bronchial carcinoma are comparable to those 
following radical operation for carcinoma of the stomach. 

The working capacity of those operated on is determined by 
their age and the condition of the remaining part of the lung 
(emphysema) and of the heart. Many patients have myocardial 
lesions or coronary diseases at the time of the operation. The 
loss of a lung as such does not greatly impair the physical 
capacity. Young persons undergoing pneumonectomy for con- 
ditions other than carcinoma (honeycomb lung, bronchial steno- 
sis with secondary destruction of the lung, etc.) often show a 
surprising working capacity. 





Functional Results of Pneumonectomy.—At the same meeting 
Dr. Wenzl reported a study of the functional capacity of 80 
patients who had undergone pneumonectomy two to seven years 
previously. He found that satisfactory functional results were 
obtained in 70 of these patients. The classification of the func- 
tional capacity was based on how many stairs they could climb 
slowly without having to rest and on the apneic pause, with 
simultaneous examination of the oxygen saturation of the 
arterial blood. The results obtained do not justify the pessimism 
often expressed with regard to the functional capacity to be 
expected following pneumonectomy. In order to estimate the 
late effects of pneumonectomy on function, the exactly meas- 
ured mediastinal deviation was compared with the clinical func- 
tional capacity and the length in seconds of the apneic pause. 
Since no direct relationship could be established between medi- 
astinal deviation and the functional results, a median position 
of the mediastinum should not be forced by surgical means. 
Correction of the position of the mediastinum seems justified 
from the functional standpoint only when during the first six 
months after operation the increasing deviation of the medi- 
astinum is followed by a constantly increasing exacerbation of 
the functional impairment. 





The items in these letters are contributed by regular correspondents in the 
Various foreign countries. 
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BRAZIL 


Amebiasis.—Drs. J. V. Pedras and J. C. Loures of Rio de 
Janeiro read before the I Jornadas Medicas in Cataguazes, 
Minas, a paper on their observations of 150 patients of high 
social position who had digestive complaints between January, 
1951, and June, 1952. In this series laboratory tests revealed 
Endameba histolytica in 33.3% ; Endameba coli in 25.3%; Endo- 
limax nana in 2.7%; and Iodameba buetschlii in 2%. Parasites 
were found in 19 patients, and of the others bacteriological study 
revealed 11 with paracolon organisms, 7 with Proteus morganii, 
and 2 with Salmonella organisms. The authors stated that the 
solution of the problem of parasitosis will pass from the sphere 
of clinical medicine to that of environmental sanitation because 
of the ease of reinfection under present conditions. It will depend 
on the close collaboration of the general practitioner with the 
sanitary services. 


Varicocele.—Since testicular biopsy is the most reliable method 
for determining the state of the testis, Drs. A. A. M. Pacheco 
and A. A. Marques used it to study testicular atrophy in 21 
patients with varicocele (Rev. paulista med. 43:428 |Nov.] 1953). 
Atrophy of the testis was found in only one of these patients. 
This result is different from that obtained through clinical ex- 
amination. This fact must be kept in mind when surgical treat- 
ment of varicocele is considered. In Brazil, the surgical treatment 
of varicocele is performed according to the tunnelization method 
proposed in 1936 by Dr. E. B. Ribeiro. This operation is both 
safe and conservative and produces a convenient orchidopexy 
and the disappearance of venous stasis. It does not require 
dangerous ligations nor open the inguinal canal, but stops the 
venous reflux physiologically. The orchidopexy is accomplished 
with ample exteriorization of the cord, which is freed from the 
vas deferens and applied to the aponeurosis of the external 
oblique muscle, the latter forming a tunnel to contain the veins. 
This aponeurotic tunnel compresses the dilated veins and pre- 
vents stasis; in addition, it forms a kind of valvular system by 
intermittent compression and decompression resulting from 
efforts, orthostatic position, and ambulation. 


ENGLAND 


Cortisone or Aspirin?—In 1951 the Medical Research Council 
and Nuffield Foundation Joint Committee on Clinical Trials of 
Cortisone, ACTH and Other Therapeutic Measures in Chronic 
Rheumatic Diseases initiated a clinical trial of the relative 
efficacy of cortisone and aspirin in patients with early rheuma- 
toid arthritis (Brit. M. J. 1:1223, 1954). The trial was restricted 
to patients between the ages of 2 and 59 years with rheumatoid 
arthritis of not less than three and not more than nine months’ 
duration. Chosen by random sampling, 30 patients received 
cortisone and 31 received aspirin. Both groups were treated with 
splints, physiotherapy, and the like. Each patient was admitted 
to hospital for at least four weeks, but subsequently could be 
treated and observed as an outpatient. For the first year of treat- 
ment, therapy was given in 12 week courses separated by one 
week without treatment. Each course started with a standard 
dosage, after which the physician was free to adjust the amount 
to suit the requirements of individual patients. The dosages for 
adults, given in divided doses not fewer than three times a day, 
consisted of 300 mg. of cortisone, 300 mg. on the first day, 
200 mg. on the second day, 100 mg. on the third to seventh 
days, and 50 mg. during the second week. During the 3rd to 
12th weeks the dosage was individualized at 25 to 200 mg. daily 
with graded withdrawal during the 12th week. Aspirin was 
given in doses of 6 gm. daily during the Ist week, 2 gm. during 
the 2nd week, and then individualized at 1 to 8 gm. daily with 
graded withdrawal during the 12th week. Both cortisone and 
aspirin were given orally. 

The side-effects in 19 patients receiving cortisone included 
moon face (11 patients), depression (5 patients), and euphoria 








1092 FOREIGN LETTERS 


(4 patients); and in 21 receiving aspirin, tinnitus (11 patients), 
deafness (10 patients), and nausea, dyspepsia, or anorexia (13 
patients). In spite of the fact that at the end of the year 11 
patients were receiving daily doses of 100 to 125 mg. of cortisone, 
no serious complications involving discontinuance of treatment 
were encountered. The number of complications was equally 
common in the two groups in the early stages of treatment, but 
became less common as time passed in the group taking aspirin. 
The aim of the investigation was to determine whether in patients 
with early uncomplicated rheumatoid arthritis it is possible to 
maintain the patient’s well-being more efficiently by treatment 
with cortisone than by treatment with aspirin. 

The two groups closely parallel one another in their immedi- 
ate and favorable reaction to the I’st week of treatment; in the 
continuation of that reaction, but at a much slower rate, up to 
the observations made at the 8th week; in their unfavorable 
response to the cessation of treatment in the 13th week; and, 
finally, in their position at the end of the 1st year of the trial. 
The hemoglobin levels and sedimentation rates responded 
rather more favorably to cortisone than to aspirin. In all other 
respects there was little difference between the two agents. With 
each form of treatment joint tenderness was substantially re- 
duced, the disease was judged at the end of one year to be 
inactive, or only slightly active, in three-quarters of the patients, 
and two-fifths of the patients were regarded at the end of one 
year as capable of normal work and activity. As usual with 
cortisone treatment, certain more intangible differences have 
been observed. Some patients appeared to experience a sense of 
well-being and sometimes an almost excessive and inappropriate 
cheerfulness during therapy, followed by a swing to a mood of 
depression during the periods off treatment. On the other hand, 
the patients receiving aspirin tended to have changes in mood 
that were more in keeping with the increase and decrease in their 
symptoms. For practical purposes, however, there seems to have 
been surprisingly little to choose between cortisone and aspirin 
as adjuvants in the management of these patients with early 
rheumatoid arthritis. 


~~\Mental Health of Undergraduates.—On the initiative of the 


Institute of Psychiatry an experimental psychiatric service was 
established for students of the London School of Economics 
in January, 1952. In an account of the first 18 months of the 
service, J. C. Read (Lancet 1:822, 1954) records that during 
this time 131 students came for advice. The cases were divided 
into three groups. 1. Twenty-seven students had severe affective 
disorders and needed hospital care, suffered from acute dis- 
abling anxiety attacks, or had symptoms so severe that it was 
obvious to their teachers. 2. Forty-four had evidence of a 
moderate disturbance, but their social adjustment was suffi- 
ciently good so that their distress remained to a large extent a 
private matter. 3. Sixty had disturbances similar to those of 
group 2, but milder. The results of treatment in those who 
came for more than one interview showed that in 28 there 
was much improvement, in 46 there was some improvement, 
and in 31 there was no change. Treatment was based on weekly 
50 minute interviews and “it is an advantage that the small 
amount of time required interferes little with other commit- 
ments, an important consideration in view of the fulness of 
the present day undergraduate time-table.” Although treatment 
at weekly intervals is not intensive, patients of this age and 
intelligence seem definitely able to benefit from it. These emo- 
tional disturbances may easily pass unrecognized unless they 
are severe. Only 27 of the 131 students came for advice at the 
suggestion of their teachers; in only 20 of the remainder did 
the school records indicate that the students were in any way 
unstable. 

At University College, London, which has 2,800 full-time and 
600 part-time students, the physician in charge of student health 
estimates the incidence of mental illness to be about 10% 
(Lancet 1:824, 1954). About 5% of such students have “severe 
mental illness” that includes the psychoses (with schizophrenia 
the commonest), the melancholias, the confusional states, and 
those psychoneurotic disturbances that are so severe to consti- 
tute an almost total disability; 30% are described as patients 
with severe adjustment problems or patients in whom “distress 
is a major obstacle to the student’s university career or personal 
happiness.” Most of these have a definitely psychoneurotic per- 
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sonality, and it is believed that “they will suffer psychiatric 
symptoms off and on throughout their life.’ The remainder 
are classified as having mild adjustment problems or as stu- 
dents who suffer distress that is a disability to them, yet not one 
of overriding severity. The author says, “More and more ] 
come to feel that for many people there must be some element 
of severe emotional strain implicit in the process of higher 
education itself,” and he suggests that this is because under- 
graduate education “means a greater or less period of celi- 
bacy, a greater or less period of dependence either on the parents 
or on a benign parental government; and essentially a period of 
intensive learning—of in-taking rather than out-putting” at an 
age when nature intended man to be out-putting and not in- 
taking. In other words, the casualty list is as low as it can be 
under present conditions and can only be improved by reform- 
ing the universities: “I fancy the next step should be to scru- 
tinize the machine. It is not sacrosanct, it was made by man, 
not sent by God. A very small part of the cost of the failures 
would support a full-scale study of the university, its students, 
and their mutual impact. Then, but surely only then, we could 
all make some really sensible suggestions.” 


General Practitioner Hospitals ——The Sheffield Regional Hos- 
pital Board, which cares for a population of over 4 million and 
is responsible for more than 200 hospitals, has published a 
quin-quennial report covering the first five years of its existence. 
It states that there are, at present, “twenty cottage hospitals in 
the Region admitting general patients and staffed by general 
practitioners of the neighborhood. Undoubtedly, in the past, 
such hospitals have undertaken work for which they had not 
skilled nursing staff, diagnostic aids or consultant assistance. 
It is highly desirable that most of the major surgery at the 
general practitioner hospitals be done by consultants and that 
all the surgery be under consultant supervision, general practi- 
tioners acting as clinical assistants and carrying out such sur- 
gical procedure as consultants consider they can efficiently 
undertake.” A general practitioner with adequate “training and 
higher qualifications should be encouraged to work in his 
specialty, though the scope of his work should not exceed 
the capacity of the hospital and nursing staff. The allocation 
of small numbers of beds for maternity purposes in cottage 
hospitals is generally to be avoided. A maternity home should 
have not less than twenty beds to justify the employment of 
midwives and should admit only normal cases.” Such homes 
in connection with cottage hospitals should be provided in 
“places where there is sufficient population to justify it. The 
mother can be looked after by her own doctor, and her hus- 
band is able to visit her without undue inconvenience. At 
each cottage hospital there should be no more than a mobile 
x-ray machine and the work should be under the supervision 
of a radiologist. A small physiotherapy department may be 
provided staffed either by a local part-time physiotherapist 
or by a physiotherapist from the nearest general hospital. . . . 
Physiotherapy has come to be regarded by the lay public as 
a necessity and the family doctor is under great pressure to 
prescribe it. The real difficulty in cottage hospitals is to super- 
vise the treatment so as to prevent the department becoming a 
locus for all kinds of chronic ailments. There should also be 
provided a casualty room and a consulting room where out- 
patients can be seen. It is unnecessary to provide the full 
necessities of an out-patient department. It is probably a good 
thing to provide for regular visits by a physician and surgeon 
so that the general practitioners can consult them about patients. 
. . . The value of these visits depends upon the relationship 
between consultants and the local general practitioners. Where 
goodwill is lacking, the visit may be largely a waste of time. 
On the whole, experience in the Region since the appointed 
day shows that the innovation is appreciated by consultants 
and practitioners alike. Apart from the cottage hospitals, !t 
would be desirable to set aside a number of beds for general 
practitioners in general hospitals so that the family doctor 
would benefit from constant contact with his specialist col- 
leagues and from the availability of ancillary services. It will 
not be possible to provide such facilities until new hospital 
building has been undertaken but the need should not be ovet- 
looked especially in urban areas where there are, generally 
speaking, -no beds available to the general practitioner.” 








Vol. 155, No. 12 


Trichinosis—A. B. Semple and associates (Brit. M. J., 1954) 
reported an epidemic trichinosis, involving 82 human beings 
and one dog in Liverpool between Oct. 25 and Nov. 18, 1953. 
The epidemic was traced to the eating of sausage in 67; to 
the handling of infected sausage meat in 5; to the eating of 
cooked ham in 5; and to the eating of pork in 2 patients. Twelve 
of the patients were employees of the firm making the sausages; 
five of these had handled, but had not eaten, the infected meat. 
In addition, the cooked sliced ham that infected five of the 
patients was bought from a firm handling the infected sausage 
meat, and it is suggested that infected knives were responsible 
for spreading the infection from the infected sausage meat to 
the ham. Of the 67 cases traced to the eating of sausage, 34 
were due to eating raw sausage; 10 of these were in men em- 
ployed by the firm involved. Of the 21 in women over 44 years 
of age, 11 were habitual eaters of raw sausage. This observation 
led to an investigation into how widespread was this habit of 
eating raw Sausage among the housewives of Liverpool. Of 3,092 
housewives interviewed, 497 (16.1%) were “habitual raw- 
sausage eaters or nibblers.” An analysis of the symptomatology 
revealed that “the classic picture of an illness of infection or a 
gastro-intestinal upset, followed 10-14 days later by general 
symptoms, was seen in only two cases.” Swelling of the eyelids 
occurred in all patients, and the usual story was of a sudden 
onset, with the patient waking up in the morning to find the 
eyelids swollen. This was usually accompanied by a temperature 
of 100 to 103 F. Headache, which occurred in 72 patients, was 
a distressing symptom—usually frontal and accompanied by 
photophobia in 54 patients. Muscle pain, which occurred in 77 
patients, usually developed two to four days after the swelling 
of the eyes and was seldom the predominating symptom. Marked 
insomnia occurred in 46 patients. Splinter hemorrhages under 
the nails were noted in only eight patients; they usually de- 
veloped in the second or third week of the illness. Apart from 
five patients in all of whom larvae were demonstrated by muscle 
biopsy, eosinophilia (550 to 12,000 cells per cubic millimeter) 
occurred in all patients. Constipation was commoner than diar- 
thea, and vomiting occurred in 24 patients. Central nervous 
system involvement occurred in five patients as cerebellar in- 
volvement followed by monoplegia, coma and meningism, wrist 
drop, semicoma, and semicoma plus monoplegia. In all of these 
the cerebrospinal fluid was normal. Larvae were isolated from 
the muscles in 16 patients. There were two deaths. One was due 
to pulmonary embolism in the third week, and, in the other, 
autopsy revealed the presence of acute myocarditis, but no para- 
sites were found in the myocardium. It is reconimended that 
“any suggestion of cardiac involvement should be treated seri- 
ously, especially during the second or third week, and that the 
patient should be nursed in the recumbent position, as there is 
a possibility of sudden death.” A follow-up of 52 patients showed 
that at the end of six weeks only 15 had completely recovered 
and 24 had not returned to work. “The general picture is of an 
exhausting and debilitating disease from which recovery is slow.” 


Day Hospital in the Geriatric Unit.—In the organization of 
geriatric units, Dr. L. Cosin, the clinical director of the geriatric 
unit in Oxford, advocates the replacement of the medical ap- 
proach by what he calls the “dynamic quadruple assessment: 
dynamic because any longitudinal study and solution of more 
than one problem with which the elderly sick are so often faced, 
must be varied to suit not only the medical problems facing 
the patient, but others also.” The dynamic quadruple assess- 
ment evaluates the pathological, psychological, sociological 
residual physical disability. Along these lines Cosin has organized 
the day hospital in the Oxford geriatric unit, described in The 
Practitioner (172:552 [May] 1954). This differs from the 
Hodgson Center in New York in that there is a close and in- 
timate link with a hospital giving full scope for medical in- 
patient and outpatient treatment, and there is full medical control 
with consultant psychiatric advice. 

Patients usually enter the day hospital after discharge from 
the inpatient department. This decision is usually made after a 
Staff conference between the clinician, the consultant psychi- 
atrist, the medical social worker, and the superintendent occu- 
pational therapist. Thus, “a programme of medical treatment, 
physical rehabilitation, continued care, accurate follow-up and 
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treatment is evolved for each patient in need.” Once in the 
day hospital, the patient is given a program of activities con- 
sistent with his (or her) ability and disabilities. Patients are 
brought from their own homes by transport provided by the 
local authority or the volunteer hospital car service. Arrange- 
ments are then made to collect the patient at the end of the 
day. The program in each case may vary. Some patients may 
require treatment in the physiotherapy department before their 
occupational therapy begins. The medical social workers do 
much of their work by quiet interview in the occupational 
therapy department rather than by formal interview in an office. 
When, for family or medical reasons, a day hospital patient 
needs a short period of inpatient treatment, this is arranged at 
a convalescent annex in the country. The importance of the day 
hospital lies in the fact that, after a period of inpatient treatment 
in the geriatric unit, it facilitates the patient’s return home by 
“offer of a shared responsibility for the patient for a period of 
time that can be limited by the voluntary action of the family 
group. This compares favourably with their unlimited responsi- 
bility for a dirty, demented, deteriorating patient for an un- 
limited period of time.” As a result, much less difficulty is found 
in arranging for the patient’s return home. This is made easier 
by the parallel offer of the day hospital for from one to five 
full days a week. Further, the day hospital allows for a full in- 
vestigation of those emotional, physical, and interpersonal prob- 
lems that are so important in the integration of the elderly into 
the family group. “If no examination of the circumstances of 
an often difficult interpersonal relationship is made, how then 
can we doctors correctly say that the family will not take on 
its social responsibilities?” 


Phenylbutazone.—The annual report of the Department of 
Rheumatology of the Royal Free Hospital, London, for 1953 
gives details of an investigation into the effects of phenylbuta- 
zone. Four normal volunteers were given 9 gm. of sodium 
chloride, 4 gm. of potassium chloride, and 2 liters of water 
daily. One acted as a control, and the other three were given 
1 gm. of phenylbutazone intramuscularly at 10 a. m. on the 
second day. This resulted in a steep fall in urinary output. The 
total sodium output fell markedly, but the potassium output 
was not markedly affected. The effect on sodium and water 
excretion was complete in 24 hours. It is believed that phenyl- 
butazone causes a specific increased tubular reabsorption of 
sodium chloride and that the reduced urinary output is sec- 
ondary to this. From these findings and observations on patients 
receiving this drug, it is believed that in most subjects repeated 
injections of phenylbutazone do not cause a progressive increase 
in sodium chloride and water retention, but only cause reten- 
tion of 1 to 3 liters of water, at which stage the subject returns 
to his former total excretion of these substances—only with 
a higher body content of both. On withdrawal of the drug, there 
is an increased output, returning the weight, sodium chloride, 
and water content of the body to its original level. During the 
year, edema has developed in seven patients receiving phenyl- 
butazone in this unit, and in six of these a secondary factor 
was present that could have accounted for the edema. It is sug- 
gested, therefore, that edema only develops in patients receiving 
phenylbutazone when some other factor such as congestive 
heart failure is present. “If this theory is accepted, edema should 
not be treated so lightly as if we consider it a normal side-reac- 
tion to the drug. It must be considered whether edema, even 
in the absence of a raised jugular vein pressure, is in fact a 
sign of cardiac failure, and that this has been caused by the 
increased load resulting from the sodium chloride and water 
retaining effects of phenylbutazone.” The workers in this unit 
do not give their patients treated with phenylbutazone a low 
salt diet, on the grounds that “since edema does not usually 
develop and the total quantity of salt retained is limited, it is 
an unnecessary burden to give a low salt diet to all patients 
receiving” the drug. Organic mercurial diuretics are believed to 
be “rational and successful in dealing with the edema, if it is 
not considered a contraindication to continue phenylbutazone 
in the presence of edema.” The maximum daily dose of phenyl- 
butazone used in this unit is 600 mg., reduced until a minimum 
effective level is obtained. The rate of toxic reactions is now 
less than 20%. 
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Anticoagulants in Coronary Occlusion.—“ Anticoagulant therapy 
has failed to satisfy any of the three demands made by the 
code set to test its efficiency in coronary occlusion. . . . That 
anticoagulant therapy in coronary occlusion will go the way of 
other discarded remedies is certain. . . . Let it go now, before 
remorse weighs too heavily on those who may continue for a 
little longer to advocate its use.” Such are the conclusions of 
Dr. William Evans (Proc. Roy. Soc. Med. 47:318, 1954). An 
analysis of eight investigations into the incidence of thrombosis 
within the coronary artery circulation in 2,351 patients with 
myocardial infarction examined at necropsy revealed an absence 
of such clotting in the coronary arteries in 57%. In other words, 
had anticoagulant therapy been a universal procedure in these 
cases, it would have been given to prevent clotting that did not 
occur in 1,358 of 2,351 patients. Evans also contested the claim 
that the use of anticoagulants lowered the mortality rate and 
claimed that the mortality rates, ranging from 4 to 25% in a 
total of 1,499 patients treated with anticoagulants, reported by 
10 different investigators, are “far less satisfactory” than a 
mortality rate of 19% in his own series of 1,000 consecutive 
patients receiving orthodox treatment, “in that this last figure 
takes into account not only the immediate mortality following 
the initial attack, but also the deaths taking place during a period 
of ten years.” From the aspect of thromboembolic episodes in 
myocardial infarction, he showed that the incidence of such 
episodes in 4,451 control patients collected from the literature 
was 13%, while among 1,115 patients with myocardial infarction 
treated with anticoagulants 9% showed this complication. “The 
claim that deaths from thrombo-embolism can be reduced to 
negligible proportions by anticoagulants has not therefore been 
substantiated.” Finally he claimed that laboratory control was 
inadequate to prevent hemorrhage from the use of anticoagu- 
lants. It has been said that deaths from thromboembolism can 
be abolished by ethyl biscoumacetate (Tromexan ethyl acetate), 
but is death from hemorrhage, which is then to become the 
greater risk, to be favored because of a more tranquil end? 
It is rather ironical that pharmaceutical firms that supply a 
particular anticoagulant also provide their own brand of vitamin 
K so that “Tromexan begets its Synkayvit and Cumopyran its 
Hykinone. It causes us to think when the sale of a particular 
poison might be urged to boost the good offices of its cor- 
responding antidote.” 


Cortisone and Corticotropin (ACTH).—“In the light of our 
present knowledge and experience, there is no indication for 
the treatment of rheumatoid arthritis by the continuous ad- 
ministration of ACTH or cortisone,” according to Dr. J. J. R. 
Duthie (Proc. Roy. Soc. Med. 47:323, 1954) who expressed the 
view that there is no satisfactory evidence that rheumatoid 
arthritis is due, directly or indirectly, to any abnormality in 
function of the pituitary-adrenal axis or to the production of 
abnormal steroid hormones by the adrenal glands itself. Further, 
in most patients the natural course of the disease is not sig- 
nificantly altered by prolonged administration of either hormone, 
and it has become clear that the continuous administration of 
either, in doses sufficient to achieve complete suppression of 
symptoms, is “impractical because of the high incidence of 
serious side-effects.” The presence of tuberculosis, dyspepsia, 
hypertension, renal disease, emotional instability, diabetes mel- 
litus, and osteoporosis are all contraindications to the use of 
either cortisone or corticotropin (ACTH). As these contra- 
indications are more frequent in the elderly and in women and 
as the average age of onset of rheumatoid arthritis is 40 and 
it is twice as common in women as in men, these limiting factors 
are important. Attention is drawn to the possibility of damage 
being done to affected joints by excessive use because cortisone 
or corticotropin have suppressed the symptoms of tissue damage. 
“Suppression of reactionary inflammation may, by allowing 
greater functional use, lead to an increase in damage of this 
nature.” 

On the use of corticotropin or cortisone to provide cover for 
orthopedic procedures in rheumatoid patients, the view is ex- 
pressed that “experience in this country has been less favorable 
than that reported from America, and judgment on the value 
of hormone cover for operations and manipulations must be 
reserved.” On the other hand, the short-term use of cortisone, 
or preferably corticotropin in the powerful long-active form now 
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available, may be justified in patients running a severe downhil| 
course and in whom all other forms of treatment have failed to 
control the disease and in whom crippling deformities cannot be 
prevented by conservative methods. Approval is also expressed 
of the use of hydrocortisone intra-articularly in patients in- 
capacitated by pain and stiffness in a single weight-bearing 
joint, particularly the knee. 


Hypochromic Anemia.—Among 4,221 recruits, aged 18 to 20 
years, accepted for service in the R. A. F., B. J. Leonard found 
50 whose hemoglobin level was 12 gm. or less per 100 ml. 
(Lancet 1:899, 1954). Two had bleeding from the gastrointestinal 
tract and one had acholuric jaundice. The remaining 47 recruits 
were given a complete physical examination. In 36 of these, 
the hemoglobin level was less than 10.4 gm. per 100 ml., and 
in the remaining 11 it was 10.4 to 12 gm. per 100 ml. Most of 
the fathers of these recruits were in unskilled or semiskilled 
occupations; 13 of them were not wage earners; 7 were un- 
employed; and 6 were dead. Most of these recruits had no 
symptoms; nine complained of breathlessness and mild fatigue. 
None complained of dyspepsia or diarrhea. Heights ranged 
from 62 to 77 in. (157.48 to 195.58 cm.), and none of the men 
gave a history of loss of weight. Flattening of the nails was 
seen in 11, but koilonuchia was seen in only one. The spleen 
was enlarged in two, but became impalpable after treatment. 
“Most appeared dull and listless, and their facial expressions 
depicted easy fatigability.” The hemoglobin level ranged from 
4.9 to 12 gm. per 100 ml.; the packed cell volume from 28 to 
43%; the erythrocyte count from 3.7 to 5.3 million per cubic 
millimeter (only three counts were less than 4 million); and 
the mean corpuscular hemoglobin concentration from 18 to 
31%. The total leukocyte count, sedimentation rate, and erythro- 
cyte fragility were normal. The bone marrow was examined in 
37 and was found to be hyperplastic in 31 and normal in 6. 
Achlorhydria was present in 62% (histamine-fast in 43%), 
normal acidity or hypochlorhydria in 25%, and hyperchlor- 
hydria in 13%. Achlorhydria was present in 16 of 21 men with 
hemoglobin levels of 9 gm. or less per 100 ml., and in 13 of 
26 men with hemoglobins of more than 9.1 gm. per 100 mil. 
Treatment was by intravenous saccharated oxide of iron. The 
total dosage of 25 mg. for every 1% deficit of hemoglobin was 
given in daily doses of 200 mg., except on the first two days 
when the dose was 50 and 100 mg. respectively. The utilization 


_of the preparation was 100%, and no untoward effects were 


observed. “Although most of the patients had no symptoms, 
after treatment a sense of well-being, more energy, and a greater 
interest in life was admitted by almost every patient.” 


Infection from Telephones.—As a result of the bacteriological 
examination of 122 telephones, R. E. O. Williams of the Air 
Hygiene Laboratory of the Central Public Health Laboratory 
reached the conclusion that the risk of respiratory infection 
being transmitted by way of telephones in ordinary use is remote 
(Monthly Bulletin of the Ministry of Health 13:52, 1954). Tele- 
phones were sampled by means of cotton-wool swabs, and a 
total of 153 examinations were made on 48 telephones in public 
booths, 38 in an office where no routine cleaning was carried 
out, and 36 in an office in which “disinfection” was carried out 
weekly. With the exception of Micrococcus (Staphylococcus) 
aureus and one pneumococcus, no pathogens were found. The 
former was isolated from 7.2% of the mouthpieces and from 
17.6% of the earpieces, being present in large numbers in 5.9% 
of the latter—‘an observation that concurs with its known fre- 
quency in the nose and throat and on the skin of normal per- 
sons.” Nonpathogenic mouth streptococci were found on 32.7% 
of mouthpieces (in large numbers on 10.5%), but on none of 
the earpieces. None of the instruments yielded tubercle bacilli. 
No earpiece and very few mouthpieces were sterile, but as many 
as 46.4% of the latter yielded no growth on direct plating. The 
predominant flora “comprised a variety of colonial forms of 
micrococci, which were present on practically all instruments, 
and aerobic spore-bearing bacilli. A few instruments yielded 
coliform or diphtheroid bacilli, or aerococci.” The telephones 
in the office where “disinfection” was practiced were “noticeably 
cleaner” than those in the other office, but “there was no great 
difference in the degree of their bacterial contamination. Nor did 
the degree of contamination differ substantially between the 
day before and the day after disinfection.” 
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Radiochemical Center.—The four new buildings, which have 
just been opened by Sir Henry Dale at the Radiochemical Center 
at Amersham, 30 miles north of London, are the first of their 
kind in this country to be specially designed for isotope pro- 
duction. There are to be eight buildings in all, but the four that 
have now been opened are for separation of fission products, 
the production of radioactive isotopes, a dispensary for radio- 
active solutions, and study of biological processes. Each consists 
of a single room, with a floor area of 900 sq. ft., that is clear 
of any permanent fittings. All the services, such as ventilation 
and special drainage for radioactive effluents, are arranged to 
serve six production units in each laboratory. The staff consists 
of 75 scientific and technical, 30 administrative and clerical, and 
45 industrial employees. The value of radioactive materials 
produced at the center has increased threefold since 1949, and 
in 1953 it was £114,000. About one-third of the sales are ex- 
ported, the principal buyers being the United States, Canada, 
Germany, France, and Sweden. About 20 isotopes are supplied 
(iodine 131, phosphorus 32, gold 198, sodium 22, sulfur 35, 
carbon 14, strontium 90, and caesium 137). Production figures 
are 8 curies a week for iodine 131, 3 curies a week for phos- 
phorus 32, 100 curies per year for strontium 90 and caesium 137, 
and 10 curies per year for carbon 14. All operations are done 
by remote control behind a 4 in. (2.54 cm.) lead screen on the 
working face and an 18 in. (45.72 cm.) wall of concrete on the 
sides. The operator observes the work through 6 in. (15.24 cm.) 
lead glass windows and by suspended mirrors. The center also 
deals with radium and its derivatives. 


Bilateral Adrenalectomy for Mammary Cancer.—The results 
in 22 patients with advanced mammary cancer, who underwent 
bilateral adrenalectomy and bilateral oophorectomy, are re- 
ported by L. N. Pyrah and F. G. Smiddy of Leeds (Lancet 
1:1041, 1954). Ten have improved (five having had major 
remissions), eight have either died from cancer or shown no 
improvement, and one died soon after operation. The duration 
of the follow-up in the five cases with major remissions was 
220, 225, 173, 214, and 155 days respectively. Pyrah and 
Smiddy’s findings agree with those of Huggins and his colleagues, 
that tumors with an alveolar or adenomatous structure have 
responded most favorably to adrenalectomy, but it is considered 
unwise to rely on a single biopsy before rejecting a patient as 
unsuitable for adrenalectomy. In a preliminary report, W. P. 
Greening and co-workers state that, in a series of over 30 
patients, their findings are similar (Lancet 1:1130, 1954). They 
also had one operative death and the longest survival in their 
series is now one year. They have not found the histopathology 
of the primary tumor of any real value in assessing suitability 
for operation, though on the whole the more differentiated the 
growth the more favorable the result. They have found that 
young patients with multiple metastases who have failed to re- 
spond to testosterone in small doses responded unfavorably to 
adrenalectomy. Adrenalectomy should not preclude the use 
of high voltage radiotherapy in the treatment of individual 
metastases. 


American College of Surgeons.—Two world wars have cemented 
more strongly the association between American and British 
surgery first established in 1913 when Sir Rickman Godlee, then 
president of the Royal College of Surgeons of England, attended 
the first convocation of the American College of Surgeons to 
convey the hearty good wishes of his college and to express the 
hope that the American college might have a successful career 
and fill a position beneficial alike to the profession and to the 
community. The sectional meeting of the American college, 
which was recently held in the Royal College of Surgeons, was 
attended by more than 500 members of the American college, 
including 50 Canadians. The meeting was the first to be held 
in the new hall of the Royal College of Surgeons. The meetings 
in London were only part of the itinerary, and most of the 
American visitors attended the meetings of the Association of 
Surgeons of Great Britain and Ireland that were held in Leeds 
and Harrogate immediately before the London meetings. 

In Edinburgh Drs. Alfred Blalock, Evarts A. Graham, Henry 

- Cave, and Frederick A. Coller were made honorary fellows 
of the Royal College of Surgeons. In Leeds the honorary degree 
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of doctor of laws of the University of Leeds were conferred on 
Dr. Graham. At the conclusion of the London meetings, Dr. 
Arthur Steindler and Dr. G. Gavin Miller were also made 
honorary fellows of the Royal college. 


Cancer Education.—The same report refers to negotiations with 
the Ministry of Health following the issue by the Ministry to 
local health authorities of a circular on the subject of cancer 
education. The committee informed the Ministry that it was 
not convinced of the wisdom of instituting any campaign of 
this nature, but that if the Ministry was determined to launch 
such a campaign it should be confined to the more readily 
accessible cancers and that it should be of an experimental 
nature subject to early review. General practitioners should 
be represented on any committee that is formed to sponsor 
work on cancer education. The Ministry welcomed the sug- 
gestion about general practitioner representatives, did not ac- 
cept the thesis that the campaign should be limited to accessi- 
ble cancers, though these would be given priority, and made it 
clear that all that was intended was the inauguration of a few 
local schemes to gain experience on which to base a final 
opinion as to the desirability of such campaigns. The committee 
raised no objection to the operation of a pilot scheme in a 
limited number of areas, but asked to be consulted again in 
the light of exper-ence of the pilot survey before any general 
scheme for cancer education is inaugurated. 


Deaths from Tuberculosis and Cancer.—Provisional figures for 
deaths in England and Wales in 1953 have been published by 
the registrar general. These show that the total number of deaths 
from respiratory tuberculosis was 7,911, with a provisional 
death rate of 179 per million persons. This represents a de- 
crease of 16% from 1952 and 60% since 1947. The provisional 
1953 death rates for all forms of cancer are 2,165 and 1,836 
per million population for men and women respectively; the 
1952 figures were 2,151 and 1,850. The rise in the rate for men 
includes an increase from 568 to 607 per million population 
for deaths assigned to cancer of the lung and bronchus, mak- 
ing a total increase since 1947 of 57%. The rate for cancer 
of the lung and bronchus for women showed little change (99 
per million compared with 98 per million in 1952). Of the 
deaths of men dying of cancer (45,924), 28% (12,873) were 
certified as caused by cancer of lung and bronchus. Of the 
deaths of women from cancer (41,989), only 5% (2,255) were 
so certified. 


Medical Curriculum.—The undergraduate education committee 
of the first council of the College of General Practitioners has 
just published a report on the medical curriculum (Brit. Med J. 
1:1146, 1954). It concludes that the last two years at school 
should be evenly divided between receiving a broad education 
and an introduction to the scientific method. The present method 
of selecting medical students could be improved by appointing 
a general practitioner on each selection board. The medical 
curriculum requires revision so as to give students a broader 
introduction to all branches of medicine, including general 
practice. The present division between preclinical and clinical 
subjects is too sharp. There is a tendency for too much time to 
be spent on obscure subjects and highly technical procedures to 
the exclusion of a study of common disorders. Medical students 
should be given more insight into medicine as it is practiced 
outside the hospital. 


New Institute of Clinical Science.—The Institute of Clinical 
Science in Queen’s University, Belfast, which has just been 
opened, is the largest development in the university since its 
foundation in 1845. It cost about £500,000 and houses the 
departments of medicine, surgery, therapeutics, obstetrics and 
gynecology, child health, and social and preventive medicine, 
as well as the library, laboratories, medical artists’ and photo- 
graphic studios. The main reading room in the library com- 
memorates members of the staff and students who gave their 
lives in World War II and contains six paintings of typical 
northern Ireland scenes by Mr. Norman Wilkinson. Two rooms 
for special study and a staff common room have been provided 
as memorials to medical graduates of the university. 
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Institute of Almoners.—The annual report of the Institute of 
Almoners for 1953, the jubilee year of the institute, shows that 
the number of almoners in the United Kingdom has increased 
from 7 in 1903 to 1,174 in 1953, and the demand still exceeds 
the supply. At the end of 1953, there were 152 unfilled vacan- 
cies. Of the 268 posts filled during the year, 22 were new ones. 
Most almoners are employed in the National Health Service— 
988 in hospitals and 36 in public health departments. Two new 
university courses were announced during the year. One was 
a course in medical social work in the University of Edinburgh. 
The other is a course in social casework at the London School 
of Economics. 


ISRAEL 


Capillary Damage in Viral Diseases.—Ernest Lyon of Jerusalem 
has discussed the importance of capillary damage in viral dis- 
eases in Cardiologia (24:143-154, 1954). In the acute stage of 
viral hepatitis, smallpox, poliomyelitis, and other viral diseases, 
dysproteinemia may exist. The serum shows a decrease of albu- 
min and an increase of globulin. In poliomyelitis, the earlier 
and more acute the infection, the more the alpha and beta 
globulin levels increase. In subacute and chronic infections such 
as infectious mononucleosis, there is an increase in beta and 
gamma globulins. During convalescence, the albumin level in- 
creases and the globulin level returns to normal. These altera- 
tions in plasma proteins in viral diseases, if they reach a certain 
intensity and persist sufficiently long, may cause disturbances 
of the permeability of the capillaries and subsequent transuda- 
tion into the surrounding tissues results. Lyon mentioned a num- 
ber of patients with viral hepatitis who had severe complications 


involving the hepatic circulation. One woman died 15 years 


after the initial viral hepatitis from subacute liver atrophy with 
ascites. In the microscopic examination of the liver, many dilated 
capillaries filled with erythrocytes are found. 


. In poliomyelitis, the degree of destruction of specific neurons 

may be due to direct viral action and to edema as the sequelae 
of primarily disturbed blood flow and possibly of the lowered 
serum albumin level. The importance of single factors in a 
given poliomyelitic patient cannot be determined by present 
methods. The smallpox virus selects certain capillary groups. 
The direct action of the virus plus the sequelae of primary dis- 
turbances of the blood flow may be the cause of damage to 
various organs of the infected body. Lyon concluded that the 
capillary damages and their consequences in viral infections are 
important not only for the pathogenesis of these diseases but 
also for their therapy. It may be assumed that direct viral action 
on host cells plus the sequelae of a disturbed blood flow, transu- 
dation, hypoxia, etc., may cause damage to the liver in viral 
hepatitis, to the central nervous system in poliomyelitis, and 
to internal organs, skin, and mucosa in smallpox. This capillary 
damage can be influenced by plasma and whole blood trans- 
fusion or plasma expanders that will restore osmotic pressure 
and prevent protoplasmic and hemodynamic collapse. 


Cystic Disease of the Lung.—Cystic disease is fairly common in 
Israel. Of 13,438 persons, mostly Jews of oriental origin, ex- 
amined by fluoroscopy in the last two and one-half years in the 
Raanana Chest Clinic, cystic disease of the lung was found in 
52 by E. Finkler. The symptoms include persistent cough with 
expectoration, dyspnea, recurrent hemoptysis, and bouts of 
pneumonia. In most cases, rales and acceleration of the sedi- 
mentation rate are found. Roentgenograms of the chest show 
the cysts only in certain cases, but in most instances they are 
at least suggestive. The most reliable diagnostic procedure is 
lateral tomography, which gives far better results than brochog- 
raphy. In nearly half the cases the involvement is bilateral. 
Unilateral disease is found oftener in the right lung. The great- 
est incidence is in the lower lobes and the posterior segments. 
The condition must be differentiated from primary atypical 
pneumonia and cirrhotic-cavernous tuberculosis. Eight of the 
52 patients were hospitalized in tuberculosis wards one or more 
times until the correct diagnosis was established. Excision is 
indicated only in patients with unilateral involvement and severe 
clinical manifestations. Otherwise a more expectant treatment 
is advisable, especially since more than 66% of the patients 
are over 40 and more than 15% are over 60 years of age. 


J.A.M.A., July 17, 1954 


Anniversary of the Birthday of Paul Ehrlich.—The 100th anpj. 
versary of the birthday of Paul Ehrlich was celebrated in the 
aula of the YMCA by the Hebrew University-Hadassah Medj. 
cal School and the Israel Medical Association. The Harefuah 
devoted a special issue to this anniversary. At the meeting, Dr 
L. Olitzki read a paper on the methods employed by Fhriich 
in standardizing therapeutic and prophylactic antiserums and op 
the further development of these methods that in their begin. 
ning were mainly established by the work of Ehrlich. Olitzi; 
said that this work not only advanced our knowledge of antigen. 
antibody reactions, but also exerted a deep moral effect by pre- 
venting the marketing of ineffective products and protecting 
patients from the administration of serums of doubtful value. 
It also effected the standardization of antiserums and gave the 
physicians reliable products. Ehrlich’s method of making serum 
that could be preserved without loss of activity as a standard 
and measure for all further products has been extended to the 
international standardization of serological reagents by the aid 
of serums with a known antibody content. 


Genital and Extragenital Tuberculosis.—Dr. I. Halbrecht, dj- 
rector of the Maternity Hospital of Kupat Holim, Hadera, jp 
Dapim Refuiim, vol. 13, March, 1954, reported 133 cases of 
female genital tuberculosis that were detected by endometrial 
biopsies and/or cultures of the menstrual and intermenstrual 
uterine discharges; these cases occurred mainly in sterile women, 
Only 10% of these patients had the exudative form with in- 
flammatory tumors of different size in the adnexa, whereas al- 
most 90% had the latent form of this disease. Halbrecht believe; 
that tuberculosis of the female genital tract is probably a sec- 
ondary infection spread from a primary pulmonary focus by 
way of the blood stream. Although tuberculosis of the female 
genital tract may remain latent for a long time, in some patients 
it is a focus from which the disease spreads to other organs and 
especially to the lumbar vertebrae or to other parts of the skele- 
ton. The cultures of the menstrual and intermenstrual uterine 
discharges are an easy and reliabie method for detecting this type 
of tuberculosis. ; 


SWEDEN 


Pregnancy Beyond Term.—At the maternity department of the 
Karolinska Hospital in Stockholm, a statistical study has been 
undertaken by Dr. Arne Lindell with a view to ascertaining 
the prognosis for the infants whose mothers went beyond term 
before they were confined (Svenska lakartidningen, Jan. 8, 1954). 
During the 10 year period 1943 to 1952, a total of 22,531 in- 
fants were born in this hospital. This sum was reduced to 
20,755 living infants by the elimination of cases calculated to 
obscure the issue, i. e., cases of serious malformations, erythro- 
blastosis, diabetes, and deliveries by cesarean section. In the 
same period, 526 infants were born dead or died within seven 
days of birth. The average duration of pregnancy, as counted 
from the first day of the last menstruation, was 281.7 days. In 
88.4% the duration of pregnancy was under 42 weeks, and in 
the remaining 11.6% pregnancy lasted 294 days or more. The 
perinatal mortality ranged from practically 100% for the preg- 
nancies lasting less than seven months to 1% when the dura 
tion of pregnancy was about 40 weeks. The perinatal mortality 
rose again with the prolongation of pregnancy, showing 00 
Statistically significant difference between boys and girls, but 4 
marked difference according to whether the mothers were mult- 
parous or primiparous. While the outlook for the infants of 
multiparas remained unimpaired in spite of prolongation of 
pregnancy, this could not be said for the infants of primiparas. 
Dr. Lindell concluded that the perinatal mortality increases with 
every week in which pregnancy goes beyond the 40th week. 
This mortality does not play any great part up to the 42nd 
week, but it rises rapidly thereafter. Because this increased 
mortality is practically confined to the infants of primipara’, 
measures for hastening the termination of pregnancy should 
be restricted to primiparas insofar as this particular problem 
concerned. 


Death of Professor Lindbom.—Prof. Oscar Lindbom, who ws 


born in Stockholm on March 15, 1883, and who died 0 
March 8, 1954, was Sweden’s most distinguished hematolog'st 
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In recent years a cardiac ailment had greatly reduced his activi- 
ties, and an acute attack of cholecystitis, necessitating an opera- 
tion, was followed four days later by his sudden death. From 
1918 until 1948, he was the head of the St. Erik Hospital, and 
he was a member of the scientific council of the Ministry of 
Health. His doctorate thesis in 1919 dealt with acute leukemia. 
He was also greatly interested in pernicious anemia, and he did 
much to define the distinctive characteristics of agranulocytosis. 
His association with life insurance gave him an opportunity to 
study the influence of nicotine on the expectation of life, heavy 
smokers being shown by him to have a comparatively short life 
expectancy. Dr. Erik Sk6ld’s obituary notice of Professor Lind- 
bom in Nordisk medicin for May 13, 1954, portrays him as a 
most inspiring teacher with the gift for converting a glance 
through a microscope into a happy voyage of discovery. 


More Gonorrhea.—In Sweden, gonorrhea has been included 
among the reportable diseases ever since 1913. The peaks ex- 
pected and actually observed in World Wars I and II were 
followed by a fall, but, for some curious reason, the fall after 
World War II has been followed since 1949 by an extraordinary 
rise. Commenting on it in Svenska lékartidningen for April 2, 
1954, Dr. Johan Wintzell points out that, in the interval between 
1949 and 1952, the gonorrheal rate doubled in the county of 
Stockholm (12.3 cases per 10,000 inhabitants in 1949 and 24.6 
in 1952). Wintzell has no easy explanation for this, but he sug- 
gests that educational propaganda may not have been effective 
in spite of the growing attention being paid to it. In 1953, the 
reported gonorrheal cases numbered 6,426, whereas the reported 
cases of the 10 other reportable diseases combined amounted 
to only 5,239. 


TURKEY 


Aleukemic Osteomyelosclerosis.—In the bulletin of the Turkish 
Medical Society (vol. 17, no. 2), Prof. M. S. Yener and co- 
workers of Istanbul described a case of aleukemic osteomyelo- 
sclerosis associated with marked splenomegaly and less marked 
hepatomegaly, aleukemic leukemia, and anemia. The diagnosis 
of osteosclerosis of the extremities revealed by the radiological 
study was confirmed by the myelosclerosis seen in the myelo- 
gram and the aspiration biopsy of the liver that revealed the 
presence Of metaplasia. The authors contend that the three 
kinds of blood cells in the metaplasia of the spleen play an 
important part in the pathogenesis of osteomyelosclerosis and 
in the differentiation of blood diseases. The patient, a 51-year- 
old man, complained of fatigue, epigastric plethora, and pain 
in the extremities that had begun seven months earlier and 
that had become unbearable. In the preceding five months, he 
had lost 6 kg. On examination at the hospital, he was found 
to be weak and pale; his spleen was hard, smooth, and palpable 
below the navel; and his liver was palpable below the costal 
margin. The slightest touch of his tibias elicited great pain, 
and his inguinal lymph nodes were the size of lentils. The 
erythrocyte count was 2 million and the leukocyte count 
3,200 per cubic millimeter with 11% myelocytes, 10% meta- 
myelocytes, 11% transitional cells, 42% polymorphonuclear 
neutrophils, 25% lymphocytes, and 1% monocytes. The throm- 
bocyte count was 48,000, and there were 2% reticulocytes. The 
xdimentation rate was 90 mm. after one hour. Urinalysis re- 
vealed urobilin and urobilinogen. The Pirquet test was posi- 
le. The result of the bilirubin test by indirect method revealed 
0.2 mg. per 100 cc. Radiographic examination of the humerus, 
tibia, femur, and pelvis showed evidence of osteosclerosis. The 
plenogram revealed typical metaplasia with 16.3% granulo- 
tyles, 13.4% erythroblasts, 12.7% reticulocytes, 0.7% plasma 
lls, 57.6% lymphocytes, and 0.1% megalokaryocytes. Three 
attempts at sternal puncture failed because of marked resistance. 
After an injection of salt solution, aspiration biopsy of the 
‘ernum yielded a fatty substance that revealed a deficient bone 
marrow with very few cells (granulocytes, erythroblasts, lym- 
phocytes, and plasmocytes). During his two month stay in the 
hospital, the patient was given liver extracts, vitamins B and 
C, folic acid, and iron. The leukocyte count increased to 8,800, 
but the erythrocyte and reticulocyte counts and the hemoglobin 
kvel did not change. The pain subsided. 
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Death of Dr. Abdulkadir Cilesiz——The Ministry of Health and 
Social Assistance has sustained a great loss through the un- 
expected death of Dr. Abdulkadir Cilesiz, a microbiologist, who 
for more than 25 years devoted himself to rabies control. He 
was born in Edirne in 1893, received his medical degree from 
Istanbul Medical School in 1918, and spent two years as assist- 
ant at Istanbul Institute of Bacteriology. After he had spent 
several years at medical departments in Istanbul municipal hos- 
pitals, the Ministry of Health decided to send Dr. Cilesiz to 
the Pasteur Institute in Paris for postgraduate study in rabies. 
Prior to his appointment as chief of the antirabies department 
a Ankara Refik Saydam Institute of Hygiene, he held positions 
as a specialist at Istanbul Institute of Bacteriology, as chief of 
the bacteriology laboratory at the Sivas General Hospital and 
at the Ankara Institute of Bacteriology. His untiring efforts in 
the preparation of the vaccine, prophylactic treatment, and 
establishment and organization of 85 antirabies stations through- 
out Anatolia have made the antirabies campaign a success. 
Until 1935 there were only three antirabies stations (Anatolia, 
Sivas, and Diyarbakir), and persons from other loealities need- 
ing prophylactic treatment often lost precious time traveling 
long distances. The Pasteur method and the Hdégyes-Philips 
method were until then in use. The antirabies campaign owes 
its success in a great measure to the introduction by Dr. Cilesiz 
of the Semple method and vaccine, prepared under his direc- 
tion at the Ankara Refik Saydam Institute of Hygiene. 
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PUBLIC HEALTH SERVICE 


Report on Nonhospitalized Mentally Ill—To obtain uniform 
basic information on the nonhospitalized mentally ill and on 
activities of mental health clinics in the United States, clinics 
throughout the country will voluntarily participate in a nation- 
wide reporting program beginning July 1, 1954. The project is 
being carried out by the National Institute of Mental Health, 
Public Health Service, under the direction of Dr. Morton 
Kramer, chief of the institute’s biometrics branch. It has been 
operated on a trial basis for the past year with the participation 
of 23 states. 

Data will be collected through state mental health authorities 
with the cooperation of Public Health Service regional offices 
on the following items: number and location of psychiatric out- 
patient clinics; auspices under which they operate; budget and 
source of income; number and type of professional employees 
and man-hours of service given to clinic work; number, age, 
and sex of patients; amount and type of service received; diag- 
nosis and treatment; and professional services rendered to 
community-initiated activities in the mental health field. Facts 
so obtained will provide a mechanism for an annual review of 
progress and point up need for more detailed study and research. 
Reporting forms have been developed through a series of con- 
ferences with state mental health authorities, state and national 
committees, and professional groups. A conference attended by 
60 psychiatrists, psychiatric social workers, psychologists, and 
statisticians, representing state and clinic programs, in April, 
1952, made final the reporting form. 


VETERANS ADMINISTRATION 


Residency Available-—The VA Hospital, Bronx, N. Y., has an 
opening for a resident in pathology for one year beginning July 
1, 1954. The salary is $2,640 to $3,300. The hospital is approved 
for pathological anatomy and clinical pathology. It is a 1,482 
bed general hospital with medical school affiliation, teaching 
program, and opportunities for research. There are about 362 
autopsies (58%) a year; 4,779 surgical specimens and 404,743 
tests in clinical pathology. Persons interested should apply to 
the Liaison Officer, U. S. V. A., 130 W. Kingsbridge Rd., 
Bronx 68, N. Y. 
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MEDICOLEGAL ABSTRACTS 


Drunkenness: Admissibility in Evidence of Results of Chemi- 
cal Tests.—In a jury trial the defendant was found guilty of 
negligent homicide and was sentenced to the Wisconsin State 
Reformatory. From such conviction he appealed to the Supreme 
Court of Wisconsin. 

The statutes of Wisconsin provide that “Upon the trial of 
any action or proceeding arising out of acts alleged to have 
been committed by any person arrested for operating a motor 
vehicle while under the influence of intoxicants, the court may 
admit evidence of the amount of alcohol in the defendant’s blood 
taken within two hours of the time of the arrest, as shown by 
a medical or chemical analysis of such defendant’s breath, blood, 
urine or saliva... .” 

The defendant was the driver of an automobile that ran 
off the highway and overturned, killing one of the passengers 
in the car. The accident happened some time prior to 3:50 a. m. 
At about 4:30 a. m., the defendant was taken to a hospital and 
treated for a sprained wrist and bruises. At that same time he 
voluntarily gave a urine specimen at the request of the police, 
and on analysis the urine was found to contain 0.24 mg. per 
100 cc. of alcohol. At about 6:00 p. m. that day the defendant 
was arrested. At the trial, the defendant contended that the 
evidence of the test should not be admitted because to do so 
violated the above statute. 

The language contained in this statute is clear and unambigu- 
ous, said the Supreme Court, and no judicial rule of construc- 
tion is permissible. We must arrive at the intention of the legis- 
lature by giving the words their ordinary and accepted meaning. 
In providing that the court may admit evidence of the test taken 
within two hours of the time of arrest, the legislature could 
mean only one thing—that the test must be taken within two 
hours before or two hours after the arrest. This might well be 
intended for the protection of the defendant. At least, this is 
in the nature of a criminal statute and must be strictly construed 
against the state. It may be that the legislature did not have 
full confidence in the accuracy and reliability of these tests. It 
may be that in order to protect the defendant, and perhaps as 
a spur to enforcement officers, it provided that the defendant 
must be arrested within two hours of the taking of the test, if 
the state expected to rely upon the test. The result so read out 
of the statute is not so absurd as to indicate that the statute 
does not mean what it says, the court continued. There must 
have been a reason for the legislature’s use of the words. We 
agree with counsel that the relation of the time of the accident 
or offense to the time when the test is taken is relevant, and 
the statute might accomplish more if some language designating 
the time of the accident or offense were substituted for the word 
arrest. But the legislature did not see fit to do that, and we must 
decide what it meant by what it said. It is pointed out by the 
state that scientific evidence of intoxication was admissible 
before the enactment of the statute but that the testimony of 
expert witnesses was required to interpret such tests. It con- 
tends that the purpose of the statute was to enact into rules 
of law the considered judgment of all the experts and thus 
make it unnecessary to produce expert testimony in each 
case, because the statute interprets the result of such tests. 
Its contention is that the first sentence of the statute is merely 
introductory or explanatory of the balance of the section. To 
accept the construction that the state would have us use, said 
the Supreme Court, would be to give the first sentence of the 
section no meaning at all, which is to treat it as surplusage. This 
we cannot do. We believe that the first sentence is a limitation 
of the common law. Under the common law it was permissible 
to introduce the evidence of the tests voluntarily submitted to 
as an admission against mterest. However, when the statute sets 
out the conditions under which the test may be received in 
evidence, we are satisfied that the legislature intended to modify 
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the common law. The admission of medical testimony as to the 
result of the urinalysis test was therefore contrary to the pro. 
visions of the statute and prejudicial to the defendant. 

Accordingly the Supreme Court held that the motion to sup- 
press the evidence should have been granted, and it therefore 
reversed the judgment and remanded the case for a new trial 
State v. Resler, 55 N.W. (2d) 35 (Wis., 1952). 


Statute of Limitations in Relation to Suit for Fees.—This wa, 
an action by a physician upon an open account for professional 
services. From a judgment in favor of the patient, the physician 
appealed to the Supreme Court of Mississippi. 

The statute of limitations in Mississippi requires actions op 
a debt to be filed within three years of the time the cause of 
action thereon accrues. The plaintiff physician was a member of 
the staff of the Anderson Infirmary. The evidence indicated 
that the defendant patient received hospital and medical care 
at the infirmary up to July 28, 1947. The present suit was 
filed Dec. 30, 1950, more than three years later. The defendant 
therefore contended that the suit was barred by the statute of 
limitations. The plaintiff then amended his complaint and 
charged that it was the custom of the members of the staff of 
the Anderson Infirmary to defer or postpone the obligation of the 
patient to pay for the doctor’s professional services until 
the hospital account was paid when a patient was unable 
financially otherwise to pay his hospital account; that the pa- 
tient was in this situation, and the plaintiff therefore agreed 
with the patient to defer payment of the account for the plain- 
tiff's professional services until the account incurred by the 
patient to the infirmary was paid, after which time the patient 
would pay the plaintiff's bill; that the account due the infirmary 
was paid on or about April 7, 1950, after which, according to 
the agreement between the plaintiff and the patient, the plaintiff 
requested payment by the patient, which was refused; and that 
the patient’s debt to the plaintiff was not due until after pay- 
ment by the patient of his account to the infirmary. 

There is no legal obstacle, said the Supreme Court, to an 
agreement of this sort by which the parties fix the due date of 
an obligation, and, of course, the statute of limitations does not 
begin to run until “the cause of such action (has) accrued. ...” 
Under this agreement the statute of limitations would commence 
from the date on which the infirmary bill was paid by the patient. 
This suit was filed about eight months after that. Accordingly the 
trial court erred in sustaining the defendant’s plea of the statute 
of limitations. 

The judgment in favor of the patient was accordingly re- 
versed and the case was remanded. Anderson v. Lancaster, 60 
So. (2d) 595 (Miss., 1952). 


Infants: Right of Recovery for Prenatal Injuries.—The admin- 
istratrix of the estate of a deceased infant sued for damages 
resulting from the infant’s death. From a judgment dismissing 
the plaintiff's cause of action, the plaintiff appealed to the appel- 
late court of Illinois. 

The deceased, at the time of the automobile accident out 
of which the injuries arose, was an infant en ventre sa mere. 
As a result of the accident, the deceased sustained a dislocated 
shoulder and a ruptured spleen and died about one month later. 
The report of the case does not disclose whether or not the 
deceased was actually born alive. The defendant argued that 
the complaint was based solely on a claim for prenatal injuries 
and that there is no authority for maintaining the action under 
the law of Illinois. 

The action of the trial court was based on a decision of the 
Supreme Court of Illinois-made in 1900 in the case of Allaire 
v. St. Luke’s Hospital, 56 N. E. (2d) 638. The facts in that case 
were that the mother was entering St. Luke’s Hospital for the 
purpose of being delivered of her unborn child. While she wa 
being conveyed to her room by an elevator there was an acc 
dent, and her unborn baby was injured and was born a cripple: 
Several years later the child started suit against the hospital 
for damages for the injuries she sustained while she was 40 
infant en ventre sa mére. The Supreme Court held that the 
action could not be maintained. After fully discussing all Te 
ported cases bearing on the question raised by the present case, 
the appellate court cited a prior Supreme Court ruling to the 
effect that when the supreme judicial tribunal of a state has 





va 
CO) 
SUI 


his 
rea 


cla 
typ 
lin 
apT 
Visi 
ten 
for 
whe 
the 
feas 





1954 


to the 
> pro- 


> sup- 
refore 
trial. 


iS Was 
sional 
sician 


MS on 
use of 
ber of 
licated 
1 care 
it was 
endant 
‘ute of 
it and 
taff of 
of the 
5 until 
unable 
he pa- 
agreed 
plain- 
by the 
patient 
firmary 
jing to 
laintiff 
nd that 
er pay- 


, to an 
date of 
oes not 
eg 
nmence 
patient. 
igly the 
statute 


igly re- 
ster, 60 


admin- 
lamages 
smissing 
e appel- 


ent out 
a mere. 
slocated 
th later. 
not the 
ied that 
injuries 
n under 


n of the 
F Allaire 
hat case 
for the 
she was 
an acci- 
cripple. 
hospital 
was an 
that the 
g all re- 
ent case, 
ig to the 
state has 


Vol. 155, No. 12 


declared what the law is on any point, if the same point becomes 
again in litigation all other courts are bound to conform to its 
decision. Under this doctrine, said the appellate court, we are 
constrained to follow the rule as promulgated in Allaire v. St. 
Luke’s Hospital. Accordingly, the judgment of the trial court 
dismissing the plaintiff's complaint was affirmed. Amann v. 
Faidy, 107 N.E. (2d) 868, (Illinois, 1952). 


Motor Vehicles: Use of Chemical Tests——The defendant was 
convicted for operating a motor vehicle over a public highway 
while intoxicated. From such judgment of conviction he appealed 
to the Court of Criminal Appeals of Texas. 


The deputy sheriff who arrested the defendant shortly after 
the accident testified that, in his opinion, the defendant was 
intoxicated at the time. Blood taken from the defendant showed 
an alcoholic content of 0.244%. A doctor testified that, based 
on such analysis, it was his opinion that the defendant was in- 
toxicated at the time the specimen of his blood was drawn. The 
trial court, in its charge to the jury, gave the usual definition 
attached to the term intoxication in such cases—that is, one is 
deemed to be intoxicated or under the influence of intoxicating 
liquor within the meaning of the law when said person does 
not have the normal use of his physical and mental faculties 
by reason of the use of intoxicating liquor. We are constrained, 
said the Court of Criminal Appeals, to agree that such charge 
amply protected the defendant’s rights under the facts presented 
and that no necessity existed to charge further on the subject. 
The defendant insisted that the record was not sufficient to show 
that he consented to the taking from him of the blood sample 
and, by reason of such fact, proof thereof was not admissible. 
Whether or not the defendant’s contention is well taken is im- 
material, said the court, for no objection appears either to the 
proof of the alcoholic content of the blood sample or to the 
testimony of the doctor that, based on the analysis, the defend- 
ant was intoxicated at the time the blood was taken. The de- 
fendant’s failure to object to proof of such fact renders im- 
material any question as to whether the defendant did or did 
not agree to the taking of the blood sample. 


Accordingly the judgment of conviction was affirmed. Atkin- 
son v. State, 251 S.W. (2d) 401 (Texas, 1952). 





BUSINESS PRACTICE 








INCLUSIVE FEES FOR THERAPY 


Chester Porterfield 
and 
Geoffrey Marks, Seattle 


This is the fourth in a series of articles by these authors on 
various phases of business practice. The advantages of arranging 
concurrent payments of an inclusive fee for prolonged medical, 
surgical, or obstetric care are presented.—ED. 


Previous discussions in this series have stressed the importance 
to the physician’s financial welfare and his good relations with 
his patients of presenting charges in advance; of initiating calm, 
reasonable, and realistic negotiations for payment of major fees; 
of stressing the patient’s continuing responsibility even when he 
claims insurance coverage; and of preventing the most dangerous 
type of financial delinquency through encouraging the current 
liquidation of small individual charges. The “pay-as-you-go” 
approach, too seldom applied to the seemingly insignificant office 
Visit charge, has for a number of years been successfully ex- 
\ended by many progressive practitioners to serve as the basis 
for budgeted payment of major fees. In the surgical specialties, 
whenever an emergency situation exists, this oftenest takes 
the form of suggesting divided payments to begin as soon as 
feasible after the operation; in situations in which a procedure 
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is elective or the condition to be corrected is not acute, thus 
permitting more complete preliminary discussion and greater 
leeway in the scheduling of surgery, financial arrangements are 
made and at least part of the fee is usually met prior to the 
surgery itself. Obstetrics offers the classical example of the 
physician’s opportunity to present his fee in advance and arrange 
for payment to be completed by the time the service has been 
completed. In fact, so clear-cut is the obstetrician’s situation 
that we regard anything less than 100% collection of his fees 
as frank failure, except when a radical deterioration of a par- 
ticular patient’s financial status during pregnancy dictates a 
charitable reduction or complete cancellation of the fee. 

The advantages to the physician and the patient of such ad- 
vance presentation and scheduled payment of major fees are 
many and readily apparent. The physician is assured of a more 
certain and equalized flow of income, without the collection 
problems, loss of income, and rupture of relations with patients 
he would probably experience otherwise. The patient is given 
an opportunity to plan for and meet a major expenditure within 
his budget over a reasonable period of time, taking into account 
the disruptions of that budget that the need for the medical 
service creates. Again obstetrics probably provides the most 
dramatic example for our purposes. The typical young couple 
about to have a baby will be faced with the prospect of a con- 
siderable hospital bill for delivery, pediatric care for the new- 
born infant, his initial outfitting, and a constantly increasing 
level of family expenditure thereafter as his needs and demands 
develop and expand. If the obstetrician defers financial discussion 
until after delivery, he inevitably finds that his claim for payment 
of a past service is in conflict with the more immediate and 
pressing demands of the hospital, the pediatrician, and a large 
number of retail merchants. If he then hears, “We’ll start paying 
you when we’ve finished with the hospital bill,” he has only 
himself to blame. Apart from the fact that his is the prior 
claim, one of the major services he can perform for his patients 
is to permit their meeting its cost before they are confronted with 
the combination of new responsibilities and expenses, which 
they probably have not fully anticipated and may have difficulty 
in meeting. 7 

TECHNIQUE OF FEE PRESENTATION 

The manner in which this total fee is presented and payment 
arrangements suggested, that is, the attitude, is all-important. 
If the surgeon or his secretary presents a fee of $500 and then 
says something like “It is the custom of this office to expect 
half the fee in advance, and the balance within three months,” 
the patient will react unfavorably at this blatant insistence on 
finances, particularly if it is coupled with the inferred or open 
statement that the surgery will not be scheduled until the down 
payment is received. This approach to financial arrangements 
appears selfish and entirely one-sided and is fairly certain to 
incur the resentment of the reluctant patient. Suppose, however, 
that the surgeon, after presenting the $500 fee, says in effect, 
“From what you have told me of your circumstances, I imagine 
you would find it least inconvenient to pay around half of the 
fee when you go into the hospital, and the balance in two to 
four monthly payments afterwards. Most of our patients find 
that this helps them to budget for the unexpected expense. Will 
this be satisfactory to you?” In most instances, such a suggestion 
will be gratefully accepted and the surgeon’s consideration 
appreciated, even though the payment schedule is identical with 
the first example. In any case, the physician has introduced the 
subject, and the patient is invited to discuss the financial problem 
with him on a friendly and practical basis. One point must not 
be overlooked in this approach; the physician must be honestly 
interested in the patient’s financial welfare and must have recog- 
nized the many financial clues that were offered him in the 
course of taking a thorough history of that patient. The words 
and payment suggestion we have quoted are intended only as 
a rough example of what might be said. The physician must 
work out for each patient the budgeting suggestion that he feels 
will best fit the circumstances and present it in terms that are 
most natural for both himself and the patient. Only thus will 
the patient recognize the offer as a demonstration of genuine 
personal interest rather than as a stereotyped formula. Again 
we repeat that attitude is all-important and add that it must be 
backed up by action demonstrating its sincerity. 
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DANGERS WITH EXTRA FEES 


When the inclusive fee has been determined and is presented, 
there must always be a clear statement of what is included. In 
surgery, the patient must meet not only the surgeon’s fee and 
the hospital charges but also the separate bills from the labora- 
tory, the pathologist, the anesthesiologist or the assisting physi- 
cian, or possibly from all of them. Most physicians these days 
do remember to warn the patient of at least some of these 
additional costs, but, in our surveys of accounts receivable for 
anesthesiologists and pediatricians, we have seen ample evidence 
that surgeons neglect to mention them too frequently for anyone 
to be complacent about the matter. In one pediatrician’s office, 
for example, over half his charges for hospital consultation and 
care for newborn infants became delinquent because the parents 
were not told by their obstetrician that he had called in another 
specialist; in several such instances, the obstetrician had even 
tried to hide that fact from them. It is extremely important that 
physicians warn patients of these additional costs. It has required 
a carefully planned program for that pediatrician to establish 
himself with those parents and prove to the obstetricians that 
their shortsighted attitude was disturbing their own relations 
with patients as well as his. 

A more frequent cause of annoyance, when patients have 
accepted and often paid the surgeon’s major fee in full, is for 
an extra charge to be added to the account, either for diagnostic 
service by an outside agency or for coincidental treatment that 
the surgeon did not consider a part of his major service. However 
justified such charges may be, they create a resentment far out 
of proportion to their amount, especially when they are not 
explained or are billed after the patient has forgotten their need. 
Whenever services unrelated to an inclusive fee are performed 
or a change in the medical picture requires services that could 
not initially be anticipated, need for them must be clearly pre- 
sented and the cost stated before they are performed, to insure 
the patient’s acceptance of them. Otherwise they are certain to 
produce an unfavorable reaction and may even nullify the ap- 
preciation of all the physician’s previous efforts. He would be 
better off, if he has not warned the patient about such additional 
charges, to cancel them or pay them himself rather than risk 
the probable complaints when he attempts to collect them. 


PRINCIPLES OF THE INCLUSIVE FEE 

So far in this discussion, we have considered specialties and 
types of service in which inclusive fees have been fairly well 
established by custom and practice, and in which the basic fee 
schedules have been relatively stabilized, as with most of the 
surgical specialties and the surgical aspects of general practice. 
In the medical specialties and, generally speaking, in the treat- 
ment of chronic diseases, there has been little: or no effort 
made to set up inclusive fees for a stated therapy program. The 
customary reason given is that the intensity and duration of 
therapy cannot be predicted, and the physician therefore cannot 
know beforehand what his charge will be. If he quotes too high 
a fee for the amount of service that that particular patient will 
require, he feels this is unfair to the patient; or, more usually, 
if he quotes too low a fee for a complicated problem, he may 
have to choose between alienating the patient by reneging on 
his promise or standing the financial loss himself. This is the 
general argument against presenting inclusive fees for medical 
conditions, and, if considered only on these grounds, it is quite 
justified. Our counterstatement to this argument of unfairness is 
based on the principles of insurance protection: the actual cost 
of disaster to one or a few is met by all, with each paying his 
small averaged share of that cost. When the physician charges 
a single fee for a surgical service, he is actuaily applying this 
principle, based on his experience that, for a number of com- 
parable cases, the amount of additional work he must perform 
for the more difficult ones will be balanced by the number in 
which complications are few and there is less demand upon his 
time and skills. 

This principle used in insurance can readily be applied to the 
payment of fees for medical care of a number of disease entities, 
and considerable success has been observed in its application 
to prolonged treatment of patients with diabetes, arthritis, and 
cardiac conditions or of those who undergo certain phases of 
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psychotherapy. The first step is to establish the average fee, , 
procedure little different than the analysis of a series of cases 
that a physician will make in preparing a clinical paper fo, 
publication. As an initial assumption, when he begins treatmen; 
of a particular problem, he will have a general idea as to the 
amount of service that will be required of him over a certain 
period of time, so that both he and the patient will have some 
basis on which to plan. Then, to set a fee for the future, he 
must first study the medical records for a number of previoy; 
cases of that type in order to confirm his expectation of the 
required services, so that he may with more confidence presen; 
to each patient the probable extent and duration of the entire 
program. As the third step, he must then study the financiaj 
records of these cases to arrive at an average cost per patient 
for that program. The greater the number of cases he has 
accumulated and can include in this actuarial analysis, the greater 
the certainty he will have that future cases will fall within the 
same pattern; the term “actuarial” is used deliberately, since jp 
this personal study the physician is applying on a small scale 
the identical approach that insurance actuaries and statisticians 
use in setting up their tables of risk expectancies on which 
premium charges are based. 

When the disease to be treated is one for which the physician's 
goal must be control instead of complete cure, as for example 
in the ease of a diabetic or cardiac problem, the time span for 
the initial course of therapy can be fairly readily established, 
Depending upon his previous experience in stabilizing such 
control regimens, the physician can set the duration of the pro- 
gram at what he has found to be the optimum number of months 
during which he must exercise the closest supervision over the 
patient’s own efforts. Once the patient has recovered from his 
initial shock at learning that he has an “incurable” disease, but 
one which he himself can keep in check, he will quite readily 
accept this definite period of time as essential to his education. 
If, however, the disorder is one, such as arthritis or a psycho- 
neurotic disorder, in which he may hope for complete recovery 
of the patient or at least a significant reversal of the process, 
the establishment of the time period becomes a more difficult 
matter to determine. Oftentimes, a dramatic and early remission 
of symptoms will lead the patient to the purely subjective and 
irrational conclusion that he is entirely cured, and he will feel 
safe in terminating the therapy prematurely; or the reverse may 
occur, and the lack of apparent progress in the early stages of 
the program will be so discouraging that the patient will lose 
faith in his physician and seek help elsewhere. Either result is 
equally destructive so far as effective therapy is concerned, and 
they may be forestalled, to a large degree, by dividing the in- 
tended program into relatively short units of four to six weeks, 
with the continuing treatment and fee for each successive unit 
presented on the basis of a comprehensive review and evaluation 
of progress during the preceding period. Thus the patient's over- 
confidence at his “miraculous” recovery or his pessimism at the 
continuing discomfort can “soth be moderated in accordance 
with the clinical evidence of his progress, which the physician 
must present at each “node point” of his program. With his 
relatively short-term goals established and followed in this 
fashion, the physician can proceed with both his therapy and 
the progressive education of the patient on a realistic and sound 
practical basis. 

ADVANTAGES OF INCLUSIVE FEES 


The patient looks to the physician for specific results and as- 
surances at a specific cost that he can plan for on a reasonable 
basis. His desire is a legitimate one, even though it may often 
be expressed in his apparently unreasonable demands for a quick 
and easy cure via whatever “miracle drug” he has most recently 
heard of; in his ignorance of the many factors involved in any 
program of therapy, he is impatient of the cautious avoidance 
of dramatic promises that must be the prudent physician’s 4P- 
proach and suspicious of a program of treatment that appea! 
likely to stretch out indefinitely both in time and mounting ©0* 
Therefore, the establishment of therapy units as we have Sug 
gested will prove an advantage to the patient in several important 
respects. He is given specific goals that may be reached in 4 
period of time short enough to help him avoid the possible bore 
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dom, loss of interest, and discouragement that too extended a 
plan w ould permit. He can know in advance and plan to meet 
currently the cost of each therapy unit, being reassured that the 
cost will apply to that period, even though he may require more 
frequent or intensive service than anticipated. A most important 
corollary to this point is that he will feel freer to call upon his 
physician’s services at any early sign of emergency or suspicion 
that the condition is deteriorating, instead of postponing that 
extra call until a frank emergency has developed. In practices 
in which this type of approach has been set up for such con- 
ditions as diabetes, arthritis, or cardiac problems, there has been 
observed not only a more intelligently cooperative attitude 
among patients, for whom the cost factor is no longer a deter- 
rent to seeking additional aid, but, generally, a more rapid prog- 
ress toward the control of symptoms and remission of the disease 
itself. Contrary to the physician’s fears, it has not led to any 
appreciable abuse of his time and efforts. 

The advantages to the physician of such programs are also 
manifold. He is spared the dilemma, either of having to promise 
too much in the way of guaranteed results, with the attendant 
dangers of false hopes and bitter disappointment, or of seeming 
so vague and indefinite that he destroys the patient’s trust in his 
ability and the hope for relief, both of which are essential as 
prime motivations and as powerful therapeutic factors. He is in 
a position to outline the program of therapy in practical units 
suitable to the particular disease, the alternative modes of attack 
at his command, and the patient’s response to them. While he 
will customarily begin with the approach to therapy he feels will 
be most likely to succeed with each patient, he need not stake his 
chances irrevocably on it, since he has promised an early evalu- 
ation of its results, at which time he is free to modify or change 
his approach without the fear of dashing excessive hopes and 
appearing guilty of poor judgment. 

Financially, the advantage to the physician is equally great. 
The first advantage is in the greater certainty of income, the 
obverse aspect of the patient’s advance knowledge of cost that 
permits him to plan or budget for the medical expense as he does 
for other personal obligations. The key factor is the phrase “ad- 
vance knowledge.” When the physician has set his fee in advance, 
on the basis of a definite therapy program over a certain period 
of time, he can present that fee with self-assurance and confi- 
dence and go on to equaily definite arrangements for payment, 
rather than muddling through some vague and meaningless 
statement about reasonable fees or not worrying over the cost, 
which is as likely to make the patient worry as though he had 
said nothing at all. With reasonable payment arrangements 
established, he can honestly say he has helped the patient stop 
worrying by reducing the financial problem to manageable size. 
Moreover, he has provided himself with valuable advance knowl- 
edge of his future income, its degree of certainty depending upon 
the extent to which he is able to apply the inclusive-fee program 
to his entire practice. While he may thus record a somewhat 
lower total of charges than otherwise, this is outweighed by the 
great improvement he will observe in his collections. In our ex- 
perience with such programs in several specialties, a collection 
level of 98.5% can be consistently maintained. The advantage to 
the physician in controlling delinquency is most obvious, since 
scheduled payments are promised while the patient is in frequent 
contact with the practice, so that the authority and opportunity 
‘0 follow up any broken promises are present together. Such 
promises must be enforced, once made; if they are broken with- 
out immediately bringing forth a sympathetic but firm reminder, 
the patient will no longer take them seriously. Another factor to 
be considered is this: when charges are made in protracted ther- 
apy On a “per office visit” basis, the physician will devote to the 
patient perhaps 30 minutes per $5 visit the first three times, 20 
minutes the next three, and 5 minutes the last four. In the later 
‘lage the patient who is now less apprehensive wonders why he 
8 paying $5 for 5 minutes when he used to pay $5 for 30 min- 
ules. A $50 fee for the “course of therapy” puts the same aggre- 
gate charge on the books, and, since it is more acceptable at the 
lime of greatest need, it will be paid in full, particularly if 
ajvance arrangement is made. On the other hand, mounting 
Office visit charges may never be completely met and at best will 
te met with less satisfaction over a protracted period. 
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MAINTAINING THE INCLUSIVE FEE 

We have already suggested the approach to initial establish- 
ment of inclusive fees for medical care, based on the following 
steps: (1) determine a reasonable length of time to be covered, 
appropriate to the therapy program and the disease itself; (2) 
set up a schedule of the anticipated number of services to be 
performed during that length of time, as forecast by previous 
experience in as many similar cases as possible; and (3) set a fee 
for the total service on the combined basis of the actual fees 
charged in the previous cases and the total of the fees that would 
theoretically be charged for the anticipated services. This com- 
bined basis is suggested for the practical reason that, in their 
informal fashion, physicians will frequently vary individual 
charges from the schedules they have set up for themselves and 
have the tendency to reduce them for a patient whom they are 
seeing quite often. Thus, the actual fees they have previously 
charged will often be below the fair fees that should have applied 
to those services. 

As the inclusive fee is applied, a continuing study of the 
amount of service actually performed in each case against that 
average fee should be carried on to determine whether the orig- 
inal fee established was correct. Since, in most instances, the fee 
will first be set as the result of a series of estimations, the assump- 
tions that have been made must be checked against actual ex- 
perience under more closely controlled conditions. These will 
enable its adjustment to meet those conditions, as the cumulative 
averages reach a level at which they can furnish a safe means of 
prediction for the future. Incidentally, the physician should not 
fall into the common statistical trap of disallowing wide vari- 
ations from the norms. Considering the unpredictable course of 
individual cases, such extremes are likely to occur at any time, 
and it is only through their inclusion that he will be able to reach 
averages that are fair both to himself and his patients. Also, 
improved techniques of therapy or pharmacological advances 
will frequently enter the picture, permitting him to achieve his 
results at less cost of time and effort. As soon as he is able to see 
such a trend in his cases, he should reconsider his average fees 
and adjust them accordingly. 


A final note of warning should be added. In an earlier para- 
graph we called attention to the dangerous misunderstandings 
resulting from “extra” charges added to x total fee. This problem 
applies no less to fhe medical services we have been considering 
than it does to surgical care. When the physician outlines a 
course of therapy on the inclusive-fee basis, he must take great 
care to state clearly the services that will be included and to 
indicate that others will not be included. When, in the course of 
therapy, a situation arises requiring action clearly outside that 
originally contracted for, he must immediately refresh the pa- 
tient’s memory of their original agreement and present the new 
situation as a separate service and at a separate fee. If this pro- 
cedure is followed, the patient will not be encouraged to get more 
than his “money’s worth” and start a game of bargaining or 
deception with his physician, and the physician will not suffer the 
loss of income from charges he should legitimately have made 
for services performed or be faced with an upsetting challenge 
to his honesty when additional charges appear on his statements 
without previous warning. 


Most important of all, the termination date of the therapy 
program must be kept in mind and made the occasion for the 
review of progress he has initially promised the patient. This not 
only is important in the assurance of the patient but is the only 
practical means by which he can properly terminate the therapy 
program, or at least that phase of it, and indicate to the patient 
that he has completed the service on which the fee was based. 
If the physician has planned his treatment and made his payment 
arrangements wisely, he should find in the great majority of 
instances that at this time the entire charge has been met. Indeed, 
this is a most important advantage of such therapy programs 
with concurrent payment plans; a known cost is met over a 
specified period of time, which coincides with the period of treat- 
ment, during which the patient’s motivation to pay and appreci- 
ation of the service is at its greatest. 


622 Fourth and Pike Bldg. (1) (Mr. Porterfield). 
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INTERNAL MEDICINE 


Treatment of Shock Associated with Myocardial Infarction. 
G. C. Griffith, W. B. Wallace, B. Cochran and others. Circula- 
tion 9:527-532 (April) 1954. 


Of 816 patients with confirmed myocardial infarction who 
were admitted to the Los Angeles County General Hospital 
between 1949 and 1951, 161 (19.7%) evidenced shock; 128 
(80%) of the 161 patients died. These 161 patients served as 
a control group for 134 patients who were treated between 
1951 and 1952 for shock associated with unmistakable recent 
myocardial infarction. If the percentage of shock mortality 
approximated that of the control period, it could be assumed 
that 107 (80%) of the 134 patients would die. Only 64 of the 
134 patients died, a shock mortality rate of 47.8%. All 134 
were first treated by obvious routine measures such as proper 
positioning, relief from pain and cold, easing of anxiety, and 
control of other factors that might contribute to shock. Con- 
tinuous administration of oxygen assured a sufficient supply. 
Phiebotomy or administration of ethyl alcohol was carried out 
in cases of persistent failure. Morphine sulfate, administered 
intravenously, proved of value in relieving shock. Patients with 
congestive heart failure received intravenous doses of digitalis, 
strophantus, or other glycosides. Arrhythmias were quickly 
brought under control, and anticoagulants were administered 
routinely unless a definite contraindication existed. If shock was 
not relieved by “routine” methods, additional methods were 
tried, such as intravenous infusions and retrograde arterial 
infusions. The newer sympathomimetic amines (such as nor- 
epinephrine, methoxamine, and isopropylnorepinephrine) were 
all of value in the treatment of shock associated with infarction. 
Of 12 patients with myocardial shock who were given cortisone 
as an adjunct, 11 did not show any pressor response, and very 
questionable control of shock resulted in one patient. Cholin- 
esterase was administered in increasing doses to 10 patients with 
myocardial shock; there was a doubtful response in one patient, 
while in the other 9 there was no response. Sixty patients were 
relieved by prompt routine measures given within a three hour 
period after the onset of shock; only 8 (13%) died and 52 (87%) 
survived. Seventy-four patients were treated by retrograde 
arterial infusion, the newer sympathomimetic drugs, and agents 
such as cholinesterase and cortisone after a lapse of a three 
hour interval; only 18 (24%) survived and 56 (76%) died. The 
promptness with which antishock treatment is instituted is ap- 
parently more important than the particular method used. As 
a result of adequate treatment, the over-all mortality of shock 
associated with myocardial infarction was reduced from 80 
to 48%. 


Treatment of Stokes-Adams Disease by External Electric Stimu- 
lation of the Heart. P. M. Zoll, A. J. Linenthal and L. R. 
Norman. Circulation 9:482-493 (April) 1954. 


An external cardiac pacemaker that produces monophasic, 
rounded electric impulses with an average duration of 2 to 3 
milliseconds and with the entire wave lying above the baseline 
was used to stimulate the heart electrically in 14 patients with 
Stokes-Adams syndrome. The pacemaker was attached to the 
patient by two output wires connected to 3 cm. circular chest 
electrodes. Eleven patients were treated with a short or a pro- 
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longed period of stimulation for resuscitation from recurrent 
syncope; in two patients syncope did not recur. Six patients were 
resuscitated from one or more Stokes-Adams attacks; nine were 
treated for prolonged periods. Five patients survived 9 days, 7 
months, 10 months, and 12 months, respectively, after treat- 
ment for intervals of 9 days. Such long survivals without recur- 
rent syncope suggest that the periods of cardiac disturbance that 
cause syncope may subside if the patient is kept alive during 
the crucial period. In two patients, trial stimulation produced 
effective beats, but treatment did not become necessary. Ex- 
ternal electric stimulation was thus effective in 13 patients; jn 
the 14th patient the efficacy was not determined. Ten patients 
have died. In eight, death was clearly caused by a Stokes-Adams 
attack; external stimulation was not applied terminally in three: 
it was applied after irreversible cerebral damage had occurred 
in two; and it was ineffective in three, presumably because the 
attack was caused by persistent irregular ventricular tachycardia, 
External electric stimulation resuscitated patients from attacks 
due to ventricular standstill. It maintained an adequate circula- 
tion during persistent ventricular standstill, and it prevented the 
recurrence of irregular ventricular tachycardia. Because of its 
efficacy, safety, and ready applicability, external cardiac stimu- 
lation appears to be the method of choice for the immediate 
treatment of circulatory arrest. If the cardiac pacemaker fails 
to resuscitate the patient, the chest must be opened at once, the 
heart massaged, and appropriate drugs administered. If ven- 
tricular fibrillation is present and persists, electrical defibrillation 
across the exposed heart should be attempted. On the occasions 
when ventricular standstill follows successful defibrillation, the 
external pacemaker may be used. 


Bronchial and Cardiac Asthma: Similarities and Differences. 
E. B. Ferris. South M. J. 47:330-334 (April) 1954. 


Ferris shows that the attacks of cardiac asthma and bronchial 
asthma are essentially the same, except that in bronchial asthma 
the underlying cause lies in the lungs and in cardiac asthma it 
lies in the heart. The lungs are relatively free of congestive rales 
in bronchial asthma, and rales are usually present in cardiac 
asthma. Frequently, however, the lungs are clear in acute cardiac 
asthma and resort to x-ray examination is necessary; this shows 
the typical butterfly hilar congestion in cardiac dyspnea and its 
absence in bronchial asthma. In general, the long history of 
previous attacks in bronchial asthma, the presence of enlarged 
heart on examination or by x-ray, and history of cardiac disease 
help in the differential diagnosis. However, the author has seen 
heart failure heralded by nocturnal episodes indistinguishable 
from bronchial asthma, and the development of asthma in a 
patient without a history of allergic manifestations should sug- 
gest cardiac failure. In both instances, the attacks are nocturnal 
and have in common an element of bronchial constriction that 
produces wheezing. In both instances, the increased resistance 
to flow of air through the narrowed bronchial tree leads to air 
hunger and dyspnea. The dyspnea of bronchial narrowing differs 
from that of simple congestive heart failure in that, in the 
former, gradual distention of the lungs and thoracic cage occurs 
so that the chest assumes a fixed inspiratory position. In general, 
the development of acute emphysema is less common in cardiac 
asthma, because the dyspnea and air hunger here are due mostly 
to pulmonary congestion from failure of the left heart. In 
bronchial asthma, bronchial obstruction is the main component, 
yet the advanced stage of asthma with emphysema leads to 
pulmonary hypertension, decreased heart output, and right 
ventricular strain. The resulting anoxemia and secondary heart 
failure may finally lead to pulmonary edema, a picture !0- 
distinguishable from primary heart failure. Observations 00 
many patients with paroxysmal dyspnea convinced Ferris that 
the dyspnea is often not accompanied by wheezing or emphy- 
sema. When wheezing does occur, dyspnea responds to the same 
type of treatment that bronchial asthma responds to, namely, 
the administration of aminophylline or epinephrine. In parox- 
ysmal dyspnea without wheezing, he has not been impressed by 
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the response of the dyspnea to bronchial dilators. This leads 
him to the main point, namely, that paroxysmal dyspnea or 
acute left ventricular failure may or may not be accompanied 
by bronchial constriction, and only in those instances in which 
wheezing and other signs of bronchial narrowing occur should 
the term cardiac asthma be applied. The treatment of cardiac 
and bronchial asthma is largely identical. Although morphine 
may give relief, it is not used because of possible habit formation 
in a chronic illness, and when used as a respiratory depressant 
it may induce a rapidly fatal anoxia. Epinephrine, though it 
clears the wheezes in cardiac asthma, is not used in the cardiac 
patient because of its potentially harmful effect on the coronary 
circulation. Aminophylline is an excellent bronchodilator in both 
cardiac and bronchial asthma and can be used safely in both. 


Treatment of Cardioaortic Syphilis with Penicillin: History and 
Technique. L. Texier and Mrs. Régnier. Semaine hép. Paris 
30:1422-1424 (April 2) 1954. (In French.) 


Despite several accidents reported in the first experiments, it 
is clear from present American and French work that peni- 
cillin is one of the best treatments for aortic syphilis. This 
treatment does involve some risk, however, and certain pre- 
cautions must be taken. The authors describe the method they 
used recently in Bordeaux, France. 1. The patients are kept 
at complete bed rest and fed a low chlorine diet after cardiorenal 
and serologic examination (cardiolipin antigen). 2. They receive 
9 to 20 million units of procaine penicillin G (Flo-Cillin), 
600,000 Oxford units per day in one injection. 3. In order to 
prevent anaphylactic shock caused by the massive bacteriolysis 
that occurs with the first few injections and is manifested by 
general and local (aortic) reactions (Herxheimer reaction), the 
patients receive concurrently one tablet of synthetic anti- 
histamine every four hours, 1 gm. of ascorbic acid per day, 
and a medicament that has a vitamin P-like effect. 4. The 
patients are subsequently kept under clinical and serologic sur- 
veillance. 


Treatment of the Ambulatory Hypertensive Patient with Hexa- 
methonium Administered Orally. R. V. Ford and C. L. Spurr. 
Am. Pract. & Digest Treat. 5:251-256 (April) 1954. 


Ford and Spurr present observations on 22 patients with 
moderate to severe hypertension who were treated on an am- 
bulatory basis with hexamethonium by mouth. Nine patients 
were treated in the private practice of the authors, and 13 
patients were treated at the Veterans Administration Hospital 
while ambulatory, many on leave of absence from the hospital. 
Fifteen of the 22 patients had abnormal electrocardiograms, 
varying from hypertrophy to infarction patterns. Eight patients 
had renal damage; 9 had cardiac damage; and 15 had cerebral 
manifestations varying from encephalopathy to cerebral vascular 
accidents. After blood pressure determination, the patients were 
given hexamethonium chloride tablets beginning with a dose 
of 125 mg. four times daily with meals and at bedtime. The 
dose was then progressively increased at three to seven day 
intervals until a significant reduction in blood pressure was ob- 
tained in the upright position. After a relatively stable response, 
which usually necessitated a visit at 3 to 7 day intervals for 
three to eight weeks, the patients were then seen at 7 to 21 
day intervals. The clinical responses to oral hexamethonium 
therapy are evaluated with regard to the untoward side-effects 
of the drug and the symptoms that were relieved by the drug. 
Symptoms due to parasympathetic ganglionic block were 
anorexia, blurred vision, dry mouth, urinary retention, consti- 
pation, impotence, nausea, and vomiting. A curare-like symptom 
was fatigue. Diarrhea, abdominal cramps, dizziness, and syncope 
Were seen when the blood pressure was reduced excessively or 
rapidly, There was a definite decrease in the frequency of most 
of these symptoms after the first three months of therapy. They 
may be alarming and present differential diagnostic problems if 
one does not keep in mind that the patient has a systemic, para- 
‘ympathetic block. A recent report presents two cases in which 
ileus resulted from ganglionic block and led to unnecessary 
‘urgical intervention. The symptoms improved by the drug were 
headache and congestive failure that were always relieved; 
agina pectoris occurred in over 90% and retinopathy in nearly 
three-fourths of the patients; and there was evidence of electro- 
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cardiographic improvement in 53% of the patients. A significant 
reduction in blood pressure was produced in all patients, and 
nearly two-thirds became normotensive. It is suggested that oral 
hexamethonium therapy should be used in the patient with 
severe hypertension who shows evidence of renal, cardiac, or 
cerebral damage and who has not responded to agents that 
act centrally, such as rauwolfia (Raudixin) and alkavervir 
(Veriloid); or in the patient with severe progressive hypertension. 
It should be used concurrently with one of the centrally active 
drugs, preferably rauwolfia. Rauwolfia is suggested as a supple- 
ment to hexamethonium, since (1) it seems to reduce the un- 
toward side-effects caused by hexamethonium; (2) it adds bene- 
ficial effects such as increase in appetite, relaxation, and sense 
of well-being, and (3) it does not decrease the effectiveness of 
hexamethonium in reducing blood pressure. Rauwolfia alone, or 
perhaps supplemented by hydralazine (Apresoline) or alka- 
vervir, usually suffices for the control of the less severe hyper- 
tension. 


Production of Pleural Adhesions by Kaolin Injection. J. Max- 
well. Thorax 9:10-13 (March) 1954, 


The great majority of cases of spontaneous pneumothorax 
are due to the rupture of a subpleural cyst or bulla. The few 
cases in which organic lesion of the lung exists, such as tuber- 
culosis, lung abscess, bronchiectasis, cystic disease, or some form 
of growth, are commonly excluded from discussions on treat- 
ment because the management of the pneumothorax is closely 
linked with the management of the underlying condition. In the 
management of the larger, “simple” group, it is not customary 
to take action in the first attack, for the air absorbs spontane- 
ously as a rule. Maxwell feels, however, that, since recurrence 
of spontaneous pneumothorax is more likely than not, it is 
advisable to start treatment during the first attack. The numerous 
substances that have been employed fall into two groups—those 
that act by chemical irritation of the pleura and those that act 
by physical rather than by chemical means. The present paper 
draws attention to the value of kaolin in producing a mechanical 
pleurisy with firm adhesions. The kaolin suspension is injected 
into the pneumothorax space, the minute crystals acting as an 
abrasive on the endothelial lining of the pleura. There is no 
chemical action and, therefore, no possibility of injury to the 
tissues. Various concentrations of suspension were employed in 
the first few cases, but in the majority a 25% suspension was 
satisfactory. Twenty-five grams of kaolin is suspended in dis- 
tilled water and the volume is increased to 100 ml. The sus- 
pension is then put into ampuls and sealed. The ampul is 
sterilized in the autoclave before use. The volume of suspension 
injected into the pleura was 2 ml. Pain always developed on 
the affected side of the chest, but it was never very severe and 
responded to simple anodynes. During 1951 pleurodesis was 
carried out in 12 cases and, during 1952, in 11 cases. In none 
of these has there been any recurrence of the pneumothorax of 
the treated side. In one case, a pneumothorax occurred on the 
opposite side in 1953, Only one injection was necessary in each 
case. This method presents distinct advantages in comparison 
with silver nitrate solution. 


Effects of Massive Gastrointestinal Hemorrhage on Hemostasis: 
I. The Blood Platelets, II. Coagulation Factors. J. F. Desforges, 
F. S. Bigelow and T. C, Chalmers. J. Lab. & Clin. Med. 43:501- 
517 (April) 1954. 


The great majority of patients with massive upper gastro- 
intestinal hemorrhage respond promptly to blood replacement 
and early feeding. Some patients, however, continue to bleed or 
have recurrent massive hemorrhage after adequate therapy. In 
the fatal cases, each recurrent bout of hemorrhage is apt to be 
severer than the preceding one. When surgery is undertaken 
after more than two days of bleeding, the tissues bleed profusely. 
These clinical observations led to studies on the hemostatic 
mechanisms in patients with massive gastrointestinal hemor- 
rhage. Observations of platelets, prothrombin complex, and the 
thrombin-fibrinogen reaction, as well as tests to evaluate vascular 
integrity, were carried out during periods of hemorrhage and 
convalescence. The studies on the blood platelets presented in 
the first of these two papers revealed significant changes in the 
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platelet count during and after massive gastrointestinal bleeding 
in patients with and without liver disease. There was a lowering 
of the count during and for several days after bleeding; this was 
followed by a definite rise during convalescence. The decrease 
in platelet count was not related to the amount of blood loss or 
to the presence or absence of shock. There was no evidence that 
the occasional marked drop in platelets contributed to a con- 
tinuation of the hemorrhage. The studies on the other coagula- 
tion factors revealed that patients with gastrointestinal hemor- 
rhage have abnormalities in the over-all clotting mechanisms 
as well as in the factors contributing to thrombin formation and 
fibrin disposition. They were much more frequently encountered 
in patients with cirrhosis of the liver. While in the patients 
studied they were probably of little or no clinical significance, 
the studies indicate the possibility of more important changes 
occurring in patients with severer hemorrhage treated less 
promptly. 


Scurvy Occurring in Patient on an Ulcer Diet: Report of Case. 
J. F. Adams. Glasgow M. J. 35:64-65 (March) 1954. 


The case presented concerned a man, aged 31, who in October, 
1953, attended a Glasgow infirmary complaining of a purpuric 
eruption of the legs of three to four months’ duration. Examina- 
tion revealed characteristic clinical features of scurvy; his skin 
was dry and rough, and petechiae and ecchymoses were present 
on the legs and arms. The gums were bluish, hypertrophied, and 
infected; the teeth were carious and the breath foul. In March, 
1953, he had undergone a laparotomy for a perforated duodenal 
ulcer. After discharge from hospital, he suffered intermittently 
from postprandial epigastric pain. A bland diet was prescribed, 
but gradually the patient eliminated various items such as fruit 
and vegetables, because he believed that they precipitated ulcer 
symptoms. The patient was hospitalized. Capillary fragility was 
shown by a positive Hess test. A vitamin C saturation test was 
carried out. While 700 mg. of synthetic vitamin C was given 
daily by mouth, urinary saturation was not detected until the 
seventh day. After saturation had been achieved, the daily dose 
of vitamin C was reduced to 100 mg. A patient with peptic ulcer 
is singularly apt to require emergency surgery, and in such an 
event the vitamin C reserves may be of great importance. The 
quantity of vitamin C available in diets is variable; opinion is 
unanimous, however, that 100 mg. of synthetic vitamin C daily 
will maintain tissue saturation. This is a convenient amount to 
prescribe routinely in all cases of peptic ulcer treated by dieto- 
therapy. 


Successful Treatment of Pneumococcal Pneumonia with Com- 
bination of Chloramphenicol and Penicillin. W. M. Davis. Am. 
J. M. Sc. 227:391-397 (April) 1954. 


Fifty patients between the ages of 16 and 79 years with 
pneumococcic pneumonia were treated with a combination of 
chloramphenicol and penicillin. Forty-four were given 1 gm. 
of chloramphenicol orally initially and 0.5 gm. of chlor- 
amphenicol orally and 20,000 units of penicillin intramuscularly 
every six hours thereafter; five patients received 1 gm. of chlor- 
amphenicol orally initially and 0.5 gm. of chloramphenicol 
orally and 100,000 units of penicillin intramuscularly every six 
hours thereafter; one patient was given 1 gm. of chlorampheni- 
col orally initially and 0.5 gm. of chloramphenicol orally and 
300,000 units of penicillin intramuscularly every six hours there- 
after. Twenty-one patients responded within 12 hours after ad- 
mission, 17 responded within 24 hours, and 4 responded within 
48 hours. The temperature was restored to normal within 48 
hours and remained normal in 24 patients (46%). In the remain- 
ing 26 patients, the temperature was restored to normal within 
3 to 12 days. The incidence of specific complications was low. 
Slow resolution, as demonstrated by physical examination and 
roentgenograms, occurred in five patients. There was one de- 
layed death that resulted from a brain abscess or pneumococcic 
meningitis after three months of apparent good health and that 
must be attributed to therapeutic failure. The use of a combina- 
tion of chloramphenicol and penicillin by the method and dosage 
described demonstrated neither a lack of response in less than 
the expected number of patients nor any pronounced delay in 
response. There was apparently no antagonism in the combina- 
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tion of the two antibiotics. The use of such a combination js 
not regularly necessary and is not recommended as a routine 
form of treatment. 


Varied Clinical Manifestations of Cirrhosis of the Liver. H. A. 
Rafsky, A. P. Boleman Jr., H. D. Fein and J. C. Rafsky. Am, 
J. Gastroenterol. 21:302-309 (April) 1954. 


Cirrhosis of the liver does not present a uniform picture. 
Formerly it was seen mostly with alcoholism and malnutrition, 
or less commonly as a complication of cholecystitis and chole- 
lithiasis. Today there are many additional causative factors. 
Acute infectious hepatitis, homologous serum jaundice, sulfon- 
amides, and other hepatotoxic agents are all recognized as bear- 
ing an etiological relationship to cirrhosis of the liver. The 59 
unselected patients with hepatic cirrhosis reviewed here ip- 
cluded some whose primary clinical picture suggested gastro- 
intestinal malignancy, peptic ulcer with or without hemorrhage, 
acute and chronic gallbladder disease, and obstructive jaundice. 
The cirrhosis of the liver did not present a uniform picture in 
about one-fifth of the patients. Histories of seven patients are 
presented in detail. In the first of these, there was no question 
about the diagnosis of cirrhosis, but the clinical picture plus 
the x-ray findings suggested malignancy of the colon. The dis- 
tortion of the mucosal pattern seen on the roentgenogram at 
operation was due to enlarged vessels of the portal system and 
vascularized adhesions binding down the cecum and ascending 
colon. This was secondary to severe portal hypertension. Despite 
bleeding from gastric and esophageal varices, this patient never 
had hematemesis until the final fatal episode. In another patient, 
the symptoms suggested a malignancy of the pancreas or biliary 
tract with liver metastases or primary hepatoma. Esophageal 
varices were suspected in a third patient but, because of the x-ray 
diagnosis of duodenal deformity, bleeding from this source could 
not be excluded. In the fourth patient, the hepatic cirrhosis 
simulated chronic cholecystitis. The history of the fifth patient 
demonstrates the discrepancy between the extent of liver damage 
and the outcome of the liver function tests. Although biopsy 
from a grossly enlarged nodular liver revealed acute and chronic 
hepatitis, all of the liver function tests that reflect evidence of 
hepatocellular damage indicated normal conditions. The sixth 
case illustrates the difficulty of differentiating between hepato- 
cellular damage and obstructive damage. The history of the 
seventh patient illustrates mainly the problem that may arise in 
a patient with known heart disease in ascertaining whether 
progressive liver enlargement is a result of congestive heart 
failure or primary liver disease. The presenting picture of cir- 
rhosis of the liver may simulate gastrointestinal malignancies, 
gallbladder disease, obstructive jaundice, or a bleeding pentic 
ulcer. 


Treatment of Early Infectious Syphilis with N,N’ Dibenzylethyl- 
enediamine Dipenicillin G. C. A. Smith, J. F. O’Brien, W. G. 
Simpson and others. Am. J. Syph. 38:136-142 (March) 1954. 


Approximately 700 patients with early syphilis were treated 
with benzathine penicillin G (Bicillin) and were followed for at 
least two weeks after the injection. To date, 86 patients were 
observed for more than six months and 50 for more than one 
year. Penicillin level assays following the injection of 2,300,000 
to 2,500,000 units of Bicillin showed a mean blood level (unit 
per cubic centimeter) of 0.134 for the first week, 0.058 for the 
second week, and 0.091 for a 16 day period of observation. 
Daily mean and median blood levels of 0.034 unit per cubic 
centimeter or better were obtained. Twelve to 15 months after 
treatment for dark-field positive syphilis with a single injection 
of 2,500,000 units of Bicillin, the cumulative retreatment rate 
was 4.9%; and the seronegativity rate was 90%. Comparison 
of serologic patterns in patients treated with Bicillin and 1 
patients successfully treated with 2,400,000 units or more 0! 
crystalline penicillin G for secondary syphilis (reaching and 
maintaining seronegativity within two years) predicts a rise 0! 
only a few percentage points in the retreatment rate with longe! 
observation. Treatment with Bicillin of eight women before oF 
during pregnancy was successful in all cases in preventing in- 
fection of the infant. The incidence of significant side-reactions 
with a dose of 2,400,000 units or more of Bicillin was appro! 
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mately 1%. The preliminary data presented by the authors in- 
dicate that a single injection of 2,500,000 units of Bicillin in 
early infectious syphilis produces results equal, if not superior, 
to those obtained with presently accepted treatment schedules. 


So-Called Minimal Pulmonary Tuberculosis and Its Treatment. 
A. Dufourt, J. Brun and C. Ollagnier. Semaine hép. Paris 
30:1199-1207 (March 20) 1954. (In French.) 


The divergence in the opinions expressed by various authors 
in regard to the prognosis and treatment of so-called minimal 
pulmonary tuberculosis is largely the result of failure to differ- 
entiate between the two varieties of this condition, one of which 
is characterized solely by initial foci with or without surround- 
ing areas Of congestive alveolitis of variable intensity, while the 
other is complex or heteromorphous in structure, with a 
mingling of recent lesions and old fibrous or calcified lesions. 
Each carries its Own prognosis, depending to some extent on 
the patient’s age, and each requires different treatment. Minimal 
tuberculosis of the first type following recent infection in chil- 
dren, in adolescents, and in young adults, though unquestionably 
active, can usually be cured by rest and chemotherapy, but 
mixed processes of the second type, commonly found in persons 
exposed to tuberculous infection from an early age and generally 
in adults over 30, often lead to ulceration and should be treated 
with collapse therapy. Patients with minimal tuberculosis of the 
lung should not be subjected to excisional procedures until rest 
and antibiotics have been given a thorough trial without success. 


A Comparison of the Basal Metabolism and Radioactive Iodine 
Fixation Tests in Examination of Thyroid Function. E. Azerad 
and C. Ravaud. Semaine hép. Paris 30:1373-1380 (March 30) 
1954. (In French.) 


The authors discuss the basal metabolism test critically, ob- 
serving that it is not specific for thyroid function and that its 
results are easily affected by physical and psychic factors. Often 
it must be repeated several times to be accurate. The full co- 
operation of the patient is essential. In spite of these disadvan- 
tages, the basal metabolism test is still valuable and should not 
be discarded in favor of exploration with iodine 131. The 
two tests are complementary. The authors attribute the poor 
results reported by others with the basal metabolism test to 
faulty administration of the test. They also condemn the prac- 
tice of taking basal metabolism readings before and after exer- 
cise because definite standards of measurement of the work done 
do not exist. They are in favor of determining the basal meta- 
bolic rate after a state of artificial sleep has been induced in 
the patient with an intravenous injection of pentobarbital 
(Nembutal); their results using this method concurred exactly 
with that in a patient who happened to fall asleep under the 
mask. The authors’ experiment with 108 patients tested with both 
methods is reported. The two were about equally satisfactory, 
though there are certain specific indications for each. 


On the Early Diagnosis of Primary Cancer of the Bronchi. 
R. Benda, E. Orinstein and H. Aubin. Presse méd. 62:487-488 
(March 27) 1954. (In French.) 


Early diagnosis of bronchopulmonary cancer is much to be 
desired, judging from the operative statistics of thoracic surgeons 
all over the world. The authors agree that radiography com- 
bined with careful clinical examination is the best method of 
early detection of bronchial cancer. Bronchoscopy is not reli- 
able. Cytological examination is usually dependable, though 
somewhat susceptible to error; however, suspicion based on 
cytology does not precede that founded on the “radioclinical” 
findings. A new method that shows promise is kinedensography, 
which records the motion and variations in the density of roent- 
genographic cardiovascular shadows (based on the theory that 
impaired circulation is one of the earliest symptoms of broncho- 
pulmonary cancer). Hematological studies are of value, but not 
definitive. All these methods have served to advance the recog- 
ition of so-called lung cancer to the bronchial stage, but the 
tadioclinical approach will continue to predominate. 
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Adenomatosis and So-Called Alveolar Cancer: Intra-Alveolar 
Epithelial Proliferations of the Bronchial Type. A. Dufourt, 
P. Santy, P. Galy and others. Semaine hép. Paris 30:1208- 
1220 (March 20) 1954. (In French.) 


The histological and pathogenic problems connected with the 
condition characterized by intra-alveolar epithelial proliferations 
of the bronchial type, now commonly known as adenomatosis 
or so-called alveolar cancer, are reflected in the various terms 
by which it has been designated, such as alveolar cell cancer, 
mucocellular papillary carcinoma, diffuse epithelial hyperplasia, 
and multicentric alveolar cell carcinoma. Belief in the alveolar 
origin of the proliferations rests largely on negative arguments, 
one of the principal being the fact that no accompanying 
bronchial or bronchiolar lesions have been demonstrated at even 
the most painstaking autopsies. Arguments in favor of the 
bronchial origin of the proliferations, on the other hand, derive 
much of their force from the fact that bronchial epithelium has 
been proved to possess a capacity for growth. The neoplastic 
nature of the process was generally accepted until 1939, when 
the close morphological resemblance between these pulmonary 
neoplasms and bovine adenomatosis, or jaagziekte, was pointed 
out by Bonne. The animal disease, which is unquestionably 
infectious, is believed to be viral in origin, and many unsuccess- 
ful attempts have been made to show that adenomatosis in 
human beings is likewise caused by a virus. The histological and 
other similarities existing between adenomatosis and so-called 
alveolar cancer strongly suggest that the disease is a cancerous 
process rather than the result of a virus infection. The findings 
in published cases, as well as those in eight studied personally 
by the authors, indicate that the designation of genuine multi- 
centric intra-alveolar proliferations of cylindrical epithelium as 
adenomatosis in some cases and as so-called alveolar cancer in 
others, according to the degree of histological malignity evi- 
denced and the presence or absence of metastases, is based on 
a temporary distinction that may or may not remain valid. The 
fact that there are many transitional forms of the disease shows 
that no absolute histological distinction can be made between 
its benign and malignant aspects. Whichever form the disease 
takes, its course is fatal; dyspnea and bronchorrhea increase, 
cyanosis and weakness develop, and the patient eventually dies 
of cardiac complications, syncope, or intercurrent infection. 


Effect of Age in the Clinical Course of Cancer. C. T. Klopp. 
J. Am. M. Women’s A. 9:109-112 (April) 1954. 


According to Klopp, there is a rather widespread impression 
that the clinical course of cancer in young patients is more rapid 
than in old patients. Some investigators who searched for proof 
of this impression failed to find it. The author asked clinicians 
for data that might indicate that the clinical behavior of a 
specific form of cancer varied with the age of the patient. All 
replies relative to cancer of the rectum were identical; no 
clinician had specific information, but each confirmed the general 
impression that there is a poorer prognosis in younger persons 
that is attributed to a delay in diagnosis. For cancer of the 
stomach and prostate, a poor prognosis in the younger age group 
was noted in the literature, but this was again attributed to delay 
in diagnosis owing to a lowered index of suspicion. In the case 
of seminoma of the testicle, the older age group showed the 
poorer prognosis; this was again attributed to delay in diagnosis 
because of the failure to consider a slight enlargement of the 
testicle as abnormal in an elderly man. Data obtained for 
melanoma, breast cancer, and acute leukemia did suggest a 
degree of correlation with the age of the patient, but a study 
of their behavior in hosts of various ages might be expected to 
show differences as a reflection of the influence of those aspects 
of endocrine metabolism that vary with age, that is, the sex 
glands. In women with breast cancer, age as well as hormone 
therapy exert a definite influence. If women are 15 years or 
more beyond the menopause, administration of stilbestrol and 
female hormones produces regression in the size of most breast 
cancers and it encourages the healing process of most cancerous 
ulcerations. In women who have not reached the menopause, 
the administration of estrogens appears to accelerate the rate 
of growth of the cancer. Adenocarcinoma of the female breast, 
therefore, has a biological behavior that varies according to the 
age of the patient. After commenting on the rapid growth of 
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breast cancer during pregnancy, the author shows that the clini- 
cal behavior of melanoma has some similarity to that of breast 
cancer. Leukemia also shows a relationship to age. There is 
an early peak in the incidence of this disease occurring under 
the age of 5 years, and a much higher peak is reached at ap- 
proximately 80 years of age. Acute leukemia is predominant 
in early childhood; the chronic stage increases in frequency 
with advancing age. It might be supposed that either we are 
dealing with two different diseases or that age modifies the 
character of this disease. The author deduces from these ob- 
servations that inasmuch as the same histological and anatomic 
types of cancer can behave differently in different age groups, 
clinical trials of therapeutic agents must always include not 
only a spectrum of tumors, but of hosts as well. 


Splenectomy and States of Hypersplenism in Relation to Experi- 
mental Venous Thrombosis. N. Del Bello and C. Bandiera. 
Gior. ital. chir. 10:110-128 (Feb.) 1954. (In Italian.) 


The authors studied the effects of splenectomy and states of 
hypersplenism on the evolution of venous thrombosis. The 
thrombotic process was initiated in the femoral vein of a group 
of dogs by producing small lesions in a segment of the vein or 
by injecting into it a coagulant. The spleen was then removed 
from some of the dogs and transplanted intraperitoneally in the 
others in which a state of hypersplenism was thus obtained. All 
the animals were killed at varying intervals, and serial studies 
were made of the thrombosed veins. They revealed that splenec- 
tomy had favored the formation of the thrombotic process, 
whereas the state of hypersplenism had somewhat inhibited it. 
It is known that after any surgical intervention the number of 
blood platelets is increased. After splenectomy, thrombocytosin, 
a lipid substance isolated in 1945 by Moolten, is also increased. 
Thrombocytosin, normally present in the subcutaneous fat, is 
inactivated in the spleen. It has been proved that this substance 
increases the agglutinability of the platelets in vitro as well as 
in the living animal. On this basis, in addition to the increased 
number of platelets, an increased agglutinability and adhesive- 
ness of these elements was presumed to exist in the dogs in 
which the spleen had been removed. Many authors agree that a 
state of hyperthrombocythemia, such as is present after surgical 
interventions, represents a condition favorable to the formation 
of thrombi. Hyperfunction of the entire reticulohistiocyte sys- 
tem usually follows splenectomy, and, because prothrombin 
originates in the liver, marrow, and reticulohistiocyte system, 
the authors feel that this too contributes to explain the favor- 
able action of splenectomy on the formation of the thrombotic 
process. In the dogs in which a state of hypersplenism was 
induced, the main phenomenon presumed to have happened was 
lysis of the platelets because of the slow and progressive de- 
struction and reabsorption of the transplanted spleen. The 
formation of new functionally unimpaired elements was not, 
however, stimulated. From the clinical and hematological stand- 
points, an abnormal increased activity of the spleen has deleteri- 
ous effects on the megakaryocytes and inhibits in the marrow 
the process of formation, maturation, and introduction into the 
circulation of peripheral elements. In addition, thrombocytopen 
—a platelet-lowering substance present in the spleen—inhibits 
the function and formation of blood platelets. The authors feel, 
that if their interpretation of the effects of splenectomy and 
states of hypersplenism on the thrombotic process is confirmed, 
the use of spleen extracts may prove beneficial in the treatment 
of venous thrombosis. 


Viremia in Human Poliomyelitis. D. M. Horstmann, R. W. 
McCollum and A. D. Mascola. J. Exper. Med. 99:355-369 
(April) 1954. 

In 1952, Horstmann and associates resumed studies on 
viremia in poliomyelitis in human beings and concentrated their 
efforts not on frank clinical cases occurring in a poliomyelitis 
epidemic but on contacts. As soon as a patient was admitted 
to the hospital or reported to the health officer, a visit was made 
to his family and neighborhood contacts. Histories were taken, 
and any child with symptoms was examined. An effort was 
made to obtain < throat swab, a rectal swab, and 20 ml. of 
blood from all contacts, particularly those under 15 years of 
age, as well as from noncontacts in the area who gave a history 
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suggestive of the minor illness syndrome. In all, 119 blood 
specimens, i111 throat swabs, and 83 rectal swabs were obtained. 
Type 1 poliomyelitis virus was isolated from the blood of 6 
of 33 persons infected with this type, as evidenced by positive 
throat and/or rectal swabs. Blood specimens, throat, and/or 
rectal swabs from the other 86 persons tested were all negative 
for poliomyelitis virus. In the positive blood specimens, the 
virus was present in the plasma and in the partially hemolyzed 
red and white blood cell mixtures that also contained some 
plasma. Throat and rectal swabs were available in five of six 
persons with viremia and throat swab alone from one; all these 
specimens also yielded type 1 poliomyelitis virus. Of the 27 
infected with type 1 strain and in whom viremia was absent, 
18 already had type 1 antibodies. Four of the six positive blood 
specimens were obtained from four children in one family. The 
family had had no known contact with a person with polio- 
myelitis, but, at the time specimens were collected, three of the 
children had symptoms suggestive of the minor illness and one 
was asymptomatic. The father had complained of headache 
several days previously. All the children recovered promptly. 
Tests for type 1 antibody in the blood of the four children 
made at the time of viremia were all negative. Viremia was 
also detected in an infant in whom mild nonparalytic polio- 
myelitis subsequently developed. This infant was a household 
contact of a 5-year-old girl who had been admitted to the 
hospital with a diagnosis of bulbar poliomyelitis. The sixth virus 
isolation from blood was from an asymptomatic 15-year-old 
boy, a household contact of a 4-year-old patient with paralytic 
poliomyelitis. Antibodies were present in a titer of 1:100 in 
the same specimen from which virus was isolated in this sixth 
case. All 119 blood specimens were tested for the presence of 
type 1 neutralizing antibodies. In 33 persons known to be in- 
fected with type 1 virus, viremia was detected in 5 of 14 from 
whom blood was obtained early enough in the course of in- 
fection to be without antibody levels sufficient to neutralize 
100 tissue culture doses of virus. Of the 19 infected persons 
who had detectable type 1 antibodies, one was found to have 
virus in the blood as noted above. No virus was isolated from 
the blood of the 78 noninfected persons, 26 of whom were anti- 
body-negative and 52 antibody-positive. The presence of virus 
in the blood of children with the minor illness seems to establish 
that the minor illness—or first phase of the diphasic course— 
is a specific infection with poliomyelitis virus and not merely a 
nonspecific and unrelated disease that precipitates poliomyelitis. 


SURGERY 


Tuberculosis of the Spine: An End-Result Study of the Effects 
of the Spine-Fusion Operation in a Large Number of Patients. 
H. Hallock and j. B. Jones. J. Bone & Joint Surg. 36-A:219- 
240 (April) 1954. 


Of 1,009 patients who had spine fusion operations for tuber- 
culosis of the spine at the New York Orthopedic Hospital 
between 1911 and 1947, 817 were operated on between 1911 
and 1930 and 192 were operated on between 1931 and 1947. 
Hallock and Jones report end-results of spine fusion in the 192 
patients and long-term end-results of spine fusion in 116 of 
the 817 patients on whom a previous report was presented by 
other workers in 1940. Of the 192 patients, 100 were followed 
for five years or more, 53 were followed for less than five years, 
and 39 patients died. Only 30% of the patients were younger 
than 10 years of age, in contrast to the 56% incidence reported 
in the 817 patients. The average age for the group was 25 years, 
the youngest patient being 15 months old at the time of the 
operation and the oldest 70 years of age; both progressed 
extremely well after operation and had final complete arrest of 
the disease. Of the 192 patients, 99 (51%) had roentgenographic 
evidence of pulmonary tuberculosis and 68 (35.4%) had some 
form of tuberculosis other than or in addition to pulmonary 
tuberculosis. Pseudarthrosis occurred in 50 (26%) of the 192 
patients; 32 of the 50 had subsequent operations for refusion. 
Paraplegia developed preoperatively or postoperatively in 23 
of the 192 patients. Of the 100 patients who were followed up 
for five years or more, the disease was arrested in 95; of the 39 
who died the disease was arrested in 4; therefore, the disease was 
known to be arrested in 99 (71%) of 139 patients. Of the 53 
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patients who had been followed for less than five years, the 
disease was probably arrested in 44, The disease, therefore, was 
probably arrested in 143 (74.5%) of the 192 patients. In 14 
patients, there was persistent failure of fusion, but only 3 of 
them still had active disease. Persistent paraplegia was present 
in four patients, but in two of them the disease had been arrested. 
Good clinical condition and roentgenographic evidence of com- 
plete subsidence of the spinal disease were observed in 103 of 
the 116 patients operated on between 1911 and 1930 who were 
reexamined by the authors. One patient who was operated on 
at the age of 9 years and who had been followed for 41 years 
(the longest known result) is in excellent health and has an 
asymptomatic spine. As a result of their observations, the authors 
conclude that spine fusion is a safe and effective means of 
obtaining long-standing clinical and roentgenographic sub- 
sidence of tuberculosis of the spine in a large percentage of 
patients. The results are somewhat better in children. To be 
most efficacious, spine fusion should be performed early in the 
course of the disease before the development of major abscesses 
or of paraplegia, but it is still of great value and should not be 
withheld even after such complications have developed. Failures 
are due to pseudarthroses or inadequate areas of fusion and 
also may occur in cases of pronounced virulence of the infecting 
organism or in overwhelming disease in patients with low re- 
sistance. Tuberculosis is a general disease of which the spine 
lesion is but a local manifestation, and treatment of the patient’s 
general disease should never be omitted. Streptomycin and iso- 
nicotinic acid hydrazides appear to have a beneficial effect on 
the disease itself and also are of great adjuvant value in the 
treatment of the local lesion and its complications. 





























Treatment of Pulmonary Tuberculosis in Adults by Resection. 
H. T. Thompson, T. Savage and T. H. L. Rosser. Thorax 9:1-9 
(March) 1954. 


This report presents the results of 266 consecutive resections 
for pulmonary tuberculosis in 259 patients. The indications for 
resection have broadened. Thompson and associates feel that 
resection is indicated in the following types of lesion: the tuber- 
culous cavity, the solid tuberculous lesion, tuberculous bronchi- 
ectasis, and tuberculous bronchostenosis. Any of these lesions 
may be associated with a tuberculous empyema or may have 
been treated unsuccessfully with some form of collapse therapy, 
e. g., a thoracoplasty or artificial pneumothorax. In cases of 
unilateral disease, pneumonectomy would be performed if any 
of the above pathological processes involve the whole lung and 
lobectomy if they involve a whole lobe. Segmental resection 
would be resorted to if one or two adjacent segments are in- 
volved, occasionally if two widely separated segments only are 
involved, or in association with a lobectomy, the commonest 
combination being the apical lower lobe segment with an upper 
lobectomy. Occasionally segmental resection is performed in 
the presence of widespread disease in which it is thought that 
the segment involved acts as a focus of infection. This applies 
especially to lesions in the apical segment of the lower lobe 
that are not amenable to other forms of treatment. Wedge re- 
section is now used only for multiple small solid lesions or for 
a single solid lesion in the remaining lobe after segmental 
resection or lobectomy. If bilateral surgery has been planned, 
the lesser resection is performed first wherever possible, so as 
to obtain a relatively sound lung on the opposite side before 
embarking on the major resection. Preoperative treatment in 
the form of antibiotics and posture not only protect the contra- 
lateral lung during the waiting period but also reduce cavities 
and so lessen the risk of operative spread. Mobilizing the lung 
at the hilum, the method of bronchial closure, and the placing 
of drainage tubes for postoperative chest drainage are empha- 
‘ized, Post resection thoracoplasty is important. Postoperative 
tare is based on the principles of rapid and complete space 
obliteration and the early recognition and treatment of com- 
plications. A properly equipped postoperative recovery ward is 
Mmportant, but teamwork on the part of nursing staff, physio- 
therapists, and physicians is essential. There were five postopera- 
lve deaths within three months and two later deaths, a mor- 
lality of 2.63%. The period of follow-up ranged from three 
months to five years. At present 247 patients (94.97%) are well, 
have negative sputum, and have no signs of active disease. One 
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hundred sixty are working, 68 are at home but not yet work- 
ing, and 19 are awaiting discharge from the hospital. The aim 
of the treatment is sputum conversion while preserving as much 
pulmonary function as possible. This is best achieved by the 
total removal of the lesion together with its draining bronchus. 
Resection is the method of choice. 


Hypertension Treated by Nephrectomy: A Report of Four Addi- 
tional Cases and a Re-Evaluation of Prognosis and Criteria for 
Operation. A. J. Schaffer and M. Markowitz. Am. J. M. Sc. 
227:417-425 (April) 1954. 


Nephrectomy for hypertension was carried out in two 10- 
year-old girls, in a S5-year-old boy, and in an 11-year-old boy. 
Twenty-six additional instances in which a nephrectomy was 
performed for hypertension were collected from the literature. 
In only 2 of these 30 children did nephrectomy fail to reduce 
the blood pressure. Normotensive levels were achieved in 20 
shortly after the operation and were maintained until last de- 
termined; in 14, more than one year, and in 6, less than one 
year. In eight, the lowering of blood pressure was striking but 
it never reached normal levels. Of 97 adult patients reported 
on in the literature who underwent nephrectomy for hyper- 
tension, 41 were rendered normotensive by the operation, and 
of these 25 remained normal for more than one year. Another 
41 derived no benefit from the nephrectomy. The remaining 15 
patients obtained symptomatic relief and reduction of blood 
pressure, but not to normal levels. Prognosis in children is 
considerably more favorable than in adults. Advanced age and 
long duration of symptoms or of known hypertension are not 
absolute contraindications to nephrectomy. Infection of the pre- 
sumably good kidney and loss of function of that kidney of 
more than minimal grade are the only contraindications to 
nephrectomy. One may expect that more than one-third of the 
patients of all ages with unilateral kidney disease will be ren- 
dered normotensive by nephrectomy, more than one-third will 
be unimproved, and the rest will be greatly improved. 


Transparietal Splenoportal Roentgenography and Research on 
Portal Hypertension: Our Clinical Experience. A. M. Dogliotti 
and S. Abeatici. Surgery 35:503-512 (April) 1954. 


Surgical treatment of portal hypertension requires a thorough 
preoperative study of the circulatory conditions and a careful 
examination of the morphological features of the venous branch- 
ing in this area. A vague diagnosis of hypertension is not suffi- 
cient as a rule; the diverse nature of the morbid process and 
the varied sites of the resulting obstruction give rise to several 
surgical problems. Preoperative phleboroentgenographic exami- 
nation of the portal system with the technique of “transparietal 
splenoportography” proved to be of considerable aid in the 
solution of these problems in 21 cases of portal stasis. This 
technique is based on visualization of the portal system by 
means of a rapid percutaneous injection of from 15 to 40 cc. 
of a 70% solution of iodopyracet concentrated (Joduron) into 
the splenic parenchyma. Serial roentgenograms are made 1, 2, 
3, 5, 8, and 11 seconds after the beginning of the injection. 
This technique enables the surgeon to determine preoperatively 
the primary lesion, the hemodynamic disorder, and the possi- 
bilities for a compensatory circulation to the portal one. 


Treatment of Juvenile Arteritis by Total Bilateral Adrenal- 
ectomy. J. Govaerts, A. Gelin and L. Karhausen. Acta chir. 
belg. 53:74-92 (Jan.) 1954. (In French.) 


The authors successfully treated two patients with particularly 
severe thromboangiitis, one 22 and the other 33 years old, by 
total bilateral adrenalectomy. The follow-up of these patients 
was nine months. There is no formal proof that hyperfunction 
of the adrenal medulla is the cause of arteritis; but medullec- 
tomy eases peripheral vascular spasm and probably also sup- 
presses the adrenocortical response to the stimulation exercised 
by epinephrine (Adrenalin) on the hypophysial-hypothalamic 
system. The adrenal cortex controls sodium metabolism. In 
animals, sodium is responsible for hyaline degeneration of ves- 
sels, the first stage of the arteritic process. It is possible that 
thromboangiitis is the result of an adrenal dysfunction char- 
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acterized by a predominance of mineralocorticoid activity. 
The seriousness of total bilateral adrenalectomy, which must be 
considered an exceptional intervention for very severe cases 
only, lies in the delicate nature of the clinical and biological 
surveillance under which the patients must be kept postopera- 
tively. A major inconvenience is the necessity of administering 
continuously a medicament that is still very expensive. 


Vagotomy with Pyloroplasty in Treatment of Duodenal Ulcer 
—Surgical Aspects. J. Weinberg. Am. J. Gastroenterol. 21:296- 
301 (April) 1954. 


Weinberg presents the experience of the staff of the Veterans 
Administration Hospital, Long Beach, Calif., with the Drag- 
stedt vagotomy combined with pyloroplasty in the treatment 
of 481 patients with duodenal ulcer. Dragstedt’s vagotomy com- 
bined with pyloroplasty appeared to be an efficient method of 
dealing with duodenal ulcers that resisted medical treatment, 
particularly if the indication for surgery was one of the organic 
complications such as bleeding, obstruction, or repeated per- 
foration. The patients experienced great relief. Most of them 
stated that they enjoyed food for the first time in many years. 
Gain in weight was the common experience. The incidence of 
persistence or recurrence of ulceration was very low, less than 
5%. Almost all of the recurrences were observed in patients 
in whom the vagotomy was incomplete. The surgical mortality 
with vagotomy and pyloroplasty is low, less than 0.5% in 481 
cases. The effects of vagotomy are lasting, judging from x-ray 
examinations and insulin tests performed as late as five years 
after the operation. It remains to be seen whether the protec- 
tion given by vagotomy against the persistence or recurrence 
of duodenal ulcer will be effective for the lifetime of the patient. 


GYNECOLOGY & OBSTETRICS 


Etiologic Factors in Carcinoma of the Uterus, Especially the 
Cervix. M. T. Macklin. J. Internat. Coll. Surgeons 21:365- 
378 (March) 1954. 


The author's study of 75 patients with cervical cancer, 293 
with breast cancer, 125 with other types of cancer, and of 625 
control persons without cancer, all patients and controls chosen 
at random, revealed that cervical carcinoma occurs with undue 
frequency among married women who have begun their child- 
bearing at an earlier age than women without cervical car- 
cinoma; among those who have had an average of three preg- 
nancies before the woman with no cervical cancer has her first; 
and among those who continue to have offspring as late as does 
the average woman, or later, thus producing large families, and 
who consequently have many more months of pregnancy than 
does the average woman. The most striking point of difference 
between the patients who have cervical carcinoma and the women 
who do not is the age at which they begin their pregnancies. 
Compared with control women of the same parity, they have a 
significantly lower average age of pregnancy. This indicates that 
parity is not as important a factor as early childbearing. The 
author’s series of patients with cervical cancer is too small to 
obtain evidence for or against a genetic basis, but the physio- 
logical experiences of reproduction seem to have more sig- 
nificance than do the genetic factors. On the contrary, carci- 
noma of the fundus of the uterus seems to have a definite genetic 
basis, which may be ascribable to hormones or tissues, or to 
both. It appears to be allied to mammary carcinoma in some 
way, so that relatives of patients with carcinoma of the fundus 
of the uterus have mammary cancer in a far greater prevalence 
over cancers of other organs (if they have cancers at all) than 
one would expect. Further research is urgently needed concern- 
ing the roles, if any, played by the hormones of pregnancy, the 
effect of frequency of intercourse, the effect of parity on age 
of onset, and the role of lacerations of the cervix by childbirth. 
Although the last-mentioned factor has long been said to be 
the primary cause of cervical cancer, it is questionable how many 
physicians, even specialists in obstetrics, inspect every cervix 
visually after it has recovered from the dilatation caused by 
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pregnancy. If laceration of the cervix is a major cause of car. 
cinoma, there has been a grave neglect of opportunity to institute 
preventive measures. 


Outcome of Pregnancy in Women Exposed to the Atomic Bomb 
in Nagasaki. J. N. Yamazaki, S. W. Wright and P. M. Wright, 
A. M. A. Am. J. Dis. Child. 87:448-463 (April) 1954. 


A study was made of the outcome of pregnancy in women 
who were pregnant and were in Nagasaki on Aug. 9, 1945, at the 
time of the atomic bomb explosion. Among 30 mothers with 
one or more “major” signs of radiation disease, i. e., epilation, 
oropharyngeal lesions, purpura, or petechiae, who were within 
2,000 m. of the hypocenter (the area in which the traumatic 
and radiation effects of the bomb were found to be maximal). 
there were seven fetal deaths (23.4%). Six neonatal and infant 
deaths (26%) occurred among the 23 living infants borne by 
these mothers; of the 17 children who survived infancy, one 
died of “dysentery” at the age of 2% years and 4 (25%) had 
mental retardation. The over-all child morbidity and mortality 
was approximately 60% in this group of mothers. Neonatal 
and infant loss according to stage of gestation among the 30 
mothers with “major” signs of radiation disease was compared 
with that among 68 mothers who survived within the 2,000 m, 
area without “major” signs of radiation disease and with that 
among a control group of mothers who were within 4,000 to 
5,000 m. of the hypocenter and, therefore, were exposed to 
only minimum effects of the explosion. There was in the second 
and third trimesters a significantly greater fetal, neonatal, and 
infant mortality among the mothers with “major” signs than 
in mothers without “major” signs or in the control group. The 
mean height and head circumference of children born to mothers 
with “major” signs was significantly smaller than in children 
born to mothers in the control group. It is difficult to evaluate 
the effect of radiation on mortality and morbidity, since other 
factors, such as trauma, burns, and infections, may have a 
deleterious effect on the fetus. The evidence strongly suggests 
that radiation either directly to the fetus or indirectly as a 
result of its effect on the maternal tissues was of considerable 
importance in determining the outcome of these pregnancies, 


Abruptio Placentae: Dangers in Delay of Delivery. E. W. Page, 
E. B. King and J. A. Merrill. Obst. & Gynec. 3:385-393 (April) 


1954. 


Page and associates believe that the two essential prerequisites 
for the management of severe grades of abruptio placentae 
are a knowledge of the systemic effects of abruptio and a proper 
grading of severity in terms of maternal risks. The severest 
grades of abruptio placentae are accompanied by systemic 
effects, some of which are potentially lethal. These include a 
type of shock that is frequently out of proportion to the degree 
of hypotension, a disseminated fibrin embolism, an in vivo de- 
fibrination of the blood leading to uncontrollable hemorrhage, 
an ischemia of the renal cortex, and an activation of a fibrino- 
lytic system in the plasma. All of these events may result from 
the escape of biologically active materials from the separation 
site into the maternal circulation. The extent to which the latter 
process proceeds may vary with the hydrostatic pressure within 
the uterus and the time that elapses between the onset of con- 
cealed hemorrhage and delivery. The premature separation of 
normally implanted placenta threatens the life of the fetus in 
proportion to the area of separation and to the week of preg- 
nancy in which the accident occurs. If fetal salvage were the 
only issue of importance, these two factors might be utilized 
alone or in combination to express the seriousness of the dis- 
ease. Because maternal mortality rates are commonly used as 
a basis for comparing methods of treatment, the severity 0! 
the disease should be expressed in terms of clinically recogniz- 
able maternal symptoms. The authors designate ‘as grade 0 cases 
that cause no symptoms before delivery and in which the diag- 
nosis is based on examination of the placenta. These cases ale 
excluded from consideration. In grade 1 cases, there is external 
bleeding only, or mild uterine tetany, but no evidence of ma- 
ternal shock. In grade 2, there is uterine tetany, ordinarily with 
uterine tenderness, possibly external bleeding, fetal distress (0 
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death), but no evidence of maternal shock. In grade 3, there 
is evidence of maternal shock or coagulation defect, uterine 
tetany, and intrauterine death of the fetus. The authors review 
observations on 200 cases of abruptio placentae that were ob- 
served in private practice, in a university clinic, and in a county 
hospital over periods up to 21 years. Three series of cases of 
abruptio placentae are presented that illustrate the reasons for 
conservatism in the mild grades, the value of immediate cesarean 
section in reducing fetal mortality in the moderate grades, and 
the extreme hazards of delay in delivery in the severe grades. 
Principles of therapy are recommended for each type of abruptio 
placentae. Mortality rates, as related to modes of therapy, must 
be expressed individually for each grade of severity. 


ABO Incompatibility Between Marital Partners and Abortion. 
Pp. Sora. Minerva ginec. 6:80-82 (Jan. 31) 1954. (In Italian.) 


A total of 137 women admitted to the gynecologic clinic of 
the University of Pavia with impending spontaneous abortion 
was studied in an attempt to shed some light on the patho- 
genesis of this phenomenon. A history of habitual abortion of 
unknown origin was present in 78 of these women. The blood 
group and Rh factor were determined, the number of circulat- 
ing eosinophils was counted, and the reaction to intradermal 
injection of hormones and histamine, according to the method 
in use at the clinic, were studied. The blood group and the Rh 
factor of the respective husbands were also determined. The 
blood group findings were then compared with those of 100 
primiparas and 100 multiparas who had had normal preg- 
nancies. The blood group findings were also compared with 
those of the husbands of the 200 women who had had normal 
pregnancies. There was no substantial difference in the rate of 
Rh incompatibility among these couples. On this basis, Sora 
suggests that Rh incompatibility should be considered an ex- 
ceptional cause of early abortion and only when isoimmuniza- 
tion is present should it be considered a cause of late abortion 
(beyond the fifth month of pregnancy). ABO incompatibility 
was present in 27% of the primiparas and 34% of the multip- 
aras who had had normal pregnancies. It was found in 38.68% 
of the women who had spontaneous abortion and 48.71% of 
those with a history of habitual abortion. Sora states that these 
data are significant. The number of circulating eosinophils was 
increased in about half the women with a history of habitual 
abortion, and while the reaction to intradermal injection of hor- 
mones was inconclusive, that to intradermal injection of hista- 
mine was positive in 70% of these women. On the basis of 
these findings, it is suggested that abortion may be frequently 
caused by an antigen-antibody reaction with great liberation of 
histamine in the utero-ovarian area. This is followed by local 
vasodilatation, increased capillary permeability and fragility, 
and spasm of the smooth muscles. These facts seem to confirm 
the hypothesis advanced by Massazza and supported by Caz- 
zola, Prassoli, and other Italian authors of a histaminergic 
pathogenesis of abortion. 


Gastrointestinal Administration of Oxygen in Asphyxia of the 
Newborn. R. Toaft and B. Eckerling. Obst. & Gynec. 3:366- 
370 (April) 1954. 


The method that Toaff and Eckerling used in the gastrointes- 
tinal administration of oxygen was that described by Akerrén 
and Fiirstenberg in 1950. As soon as asphyxia was recognized, 
the baby was put in a warm cot, and its air passages thoroughly 
cleaned by aspiration with a tracheal catheter. If the cleaning 
of the air passages was not followed within a reasonable time 
by the onset of respiration and improvement of the anoxic con- 
dition, two Nélaton no. 10 catheters were gently introduced 
into the stomach, and a stream of 2 to 3 liters of oxygen was 
fed into one of them. Distention of both stomach and intestines 
followed quickly, and flatus was frequently expelled. Further 
aspiration of mucus from the upper respiratory tract was car- 
tied on during the oxygen treatment, but other measures of re- 
suscitation, such as inhalation of oxygen by mask, external 
Stimulation, hot baths, and artificial respiration, were not used 
in conjunction with the gastrointestinal treatment. The stream 
of oxygen was stopped only when respirations became free and 
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rhythmic, the cardiac action was restored to normal, the color 
of the skin and mucous membranes became pink or red, and 
the muscular tone returned. Gastrointestinal administration of 
oxygen was employed in 45 instances of neonatal asphyxia that 
occurred in the obstetric department of the Hadassah Univer- 
sity Hospital during a two year period. The authors excluded 
from this treatment cases in which cleaning of the air passages 
and a reasonable period of waiting brought about an improve- 
ment in asphyxia. Only the severer cases of apnea, correspond- 
ing to grades 2 and 3 of Flagg’s classification, were selected 
for a trial of the new method. Four of the 45 newborn with 
asphyxia did not recover after gastrointestinal administration 
of oxygen and died. The authors regard the results obtained 
as satisfactory. They stress the following advantages: 1. The 
method is simple. It does not require complicated and expensive 
instruments and potentially dangerous techniques. 2. It is prac- 
tically impossible to damage the lungs. 3. There is no quicker 
method of overcoming anoxia. In the majority of instances, 
the asphyxiated baby becomes pink before respiration begins. 
Irreversible damage to the vital centers may thus be prevented. 
4. No manipulations of the asphyxiated baby are required. The 
baby lies quietly in a warm cot while the catheters are passed 
easily into the stomach, and the air passages are cleaned by 
suction. 


PEDIATRICS 


Fatal Duodenal Hemorrhage in the Newborn. E. M. Robertson 
and W. D. Stevens. Canad. M. A. J. 70:294-298 (March) 1954. 


The infant whose history is reported had been delivered 
spontaneously at term by a healthy primigravida, aged 23. 
The infant’s condition was satisfactory for the first two and 
one-half days. Then she was found to be white and cold, and 
she passed a dark, bulky stool. This was followed by two 
smaller bloody stools. Her pulse became barely perceptible. 
A gastric tube was passed and 5 cc. of blood was aspirated 
from the stomach. Oxygen and blood were given, but the 
infant died after temporary improvement. At autopsy the 
gastrointestinal tract was filled with blood and meconium. On 
the posterior wall of the first portion of the duodenum was 
found an area of acute ulceration 3 mm. in diameter. No other 
site of intestinal hemorrhage was demonstrated. The only 
other abnormality discovered, apart from the appearance of 
exsanguination, was a slight thickening of the walls of the 
alveoli of the lungs indicating a moderate degree of congenital 
alveolar dysplasia. Permission for examination of the brain 
was not granted. This case corroborates Moynihan’s statement 
about acute peptic ulceration in the newborn, namely that “the 
onset of symptoms is sudden, their development rapid and the 
end swift.” The literature indicates that, if peptic ulceration 
in infancy is uncommon, its recognition is even rarer. The 
number of times the diagnosis is first made at autopsy lends 
weight to this impression. The authors cite literature reports 
with regard to the possible role of infection, circulatory causes, 
neurogenic causes, and stress. The typical peptic ulcer of the 
newborn has an acute, punched-out appearance. Histological 
studies usually reveal a striking absence of fibrosis or fibroblas- 
tic proliferation about the ulcer cavity, the lesion being chiefly 
destructive. This is interpreted as evidence of extreme rapidity 
of development and progression of the ulcer to a fatal termina- 
tion before there is time for cellular reaction. Not all neonatal 
peptic ulcers progress to a fatal termination, some undoubtedly 
heal rapidly and spontaneously. Well healed scars have been 
found. Usually there is little at birth that would give any indi- 
cation of subsequent events, the infant appearing healthy. Occa- 
sionally, after cerebral anoxia or hemorrhage, the baby is 
born in shock and limp and later signs of gastrointestinal bleed- 
ing or perforation are superimposed. Usually, however, no 
such symptoms precede the sudden and catastrophic onset 
of melena, hematemesis, or peritonitis. Treatment of bleeding 
ulcer in the newborn is an enigma, because the authors found 
no record of any having been saved by any method, but they 
feel that a combination of transfusion, fluid replacement, and 
surgery might conceivably avert death. 
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Incarcerated and Strangulated Inguinal Hernia in First Year of 
Life: Report on 45 Cases. J. Rendle-Short and C, Harvard. 
Brit. M. J. 1:680-682 (March 20) 1954. 


Rendle-Short and Harvard present observations on 45 children 
under one year of age who had incarcerated inguinal hernia. 
It is usually considered that an incarcerated hernia is an irre- 
ducible hernia in which there is obstruction to the passage of 
intestinal contents and that a strangulated hernia is an irreduci- 
ble hernia in which there is interference with the blood supply 
of the bowel, irrespective of whether the gut is viable. Clini- 
cally, incarceration can be as dangerous as strangulation, and, 
in fact, in three out of five fatal cases in the present series no 
strangulation was present. All but one of the 45 infants were 
boys and 42 of the hernias were on the right side. The sex 
ratio as well as the predominant occurrence on the right side 
were similar to those of previous series. The authors divided 
the cases into two groups. The 29 infants in the first group, 
most of whom were less than 10 weeks old, had signs 
and symptoms of intestinal obstruction—vomiting, abdominal 
pain and distention, and constipation or sometimes the passage 
of blood-stained mucus. The hernia had sometimes been present 
for only a few hours before the onset of the obstructive symp- 
toms; indeed, in about one-third of the cases the symptoms 
started before the hernia appeared. This often led to delay in 
diagnosis. It is possible that the hernia was sometimes missed 
because it was not searched for. Babies tend to have a roll of 
fat in the groins, and an inguinal hernia is quite small and 
easily overlooked. Five of the 29 infants in this group died. 
Group 2 consisted of 16 children with irreducible hernia, with- 
out obstruction or with only minimal symptoms of obstruction. 
The babies were all more than 2 months old, and the hernia had 
in almost every instance been noticed previously. There were 
no deaths in this group. Strangulated inguinal hernia is the 
commonest, almost the only, cause of intestinal obstruction in 
infants less than 3 months old. It is essential that the inguinal 
region be carefully examined in every infant with symptoms 
of acute intestinal obstruction. If a hernia is not easily reducible, 
the child should be given chloral, the foot of the cot elevated, 
and a cold pack placed on the hernia. These measures can be 
continued for three hours. At the end of this time, or as soon 
as a severely ill baby has been resuscitated, operative reduction 
of the hernia should be performed. 


Treatment of Diarrhea with Combined Aureomycin and Triple 
Sulfonamides (Aureomagma). A. M. Hand, W. T. McLean Jr. 
and J. N. Etteldorf. J. Pediat. 44:407-413 (April) 1954. 


Of 100 patients (20 children between the ages of 1 and 15 
years and 80 infants between the ages of 1 and 12 months) 
with mild, moderate, and severe diarrhea caused by infections 
with Shigella paradysenteriae or of unknown cause, 50 were 
treated with a combination of chlortetracycline (Aureomycin) 
and triple sulfonamides (sulfadiazine, sulfamerazine, and sulfa- 
methazine) in a liquid preparation (Aureomagma). The dosage 
of Aureomagma was calculated to supply 12.5 mg. of chlor- 
tetracycline and 50 mg. of the three sulfonamides per kilogram 
of admission weight per 24 hours. The original preparation was 
diluted 1:10 and administered at six hour intervals. Vomiting 
occurred in only one patient after the administration of Aureo- 
magma, although some of the patients had vomited before their 
admission. The other 50 patients served as a “comparison” 
group and received antibiotics (penicillin, oxytetracycline, chlor- 
tetracycline, streptomycin) and chemotherapeutic agents (sulfa- 
diazine) singly or in combination. Total fluid intake during 
parenteral therapy in both groups of patients in the first 24 
hours ranged between 175 and 215 cc. per kilogram of body 
weight. Milk and solid food were withheld during this period, 
after which they were usually well tolerated. The combination 
of chlortetracycline and the three sulfonamides was evaluated 
according to the following criteria: (1) reversal of positive stool 
cultures, (2) influence on the duration and severity of diarrhea, 
(3) requirement for extended parenteral fluid therapy, (4) reduc- 
tion of fever, (5) length of hospitalization, (6) blood sulfona- 
mide levels, and (7) undesirable side-effects. This combination 
of chlortetracycline and the three sulfonamides was superior to 
the chemotherapeutic and antibiotic agents used in the com- 
parison group when the rest of the treatment was similar. 





J.A.M.A., July 17, 1954’ 


DERMATOLOGY 


Mycology, Bacteriology, and Histopathology of Suppuratiye 
Ringworm. A. R. Birt and J. C. Wilt. A. M. A. Arch. Dermat. 
& Syph. 69:441-448 (April) 1954. 


The authors report on 30 patients with suppurative ringworm 
in the Canadian province of Manitoba. Thirteen of these had 
kerion celsi, 3 had tinea barbae, 10 had agminate folliculitis, 
and 4 had more than one area of the body involved. Positive 
cultures were obtained from 20 patients, and in 11 of these, 
cultures were positive for Trichophyton faviforme (album). Of 
the remaining 10 patients, 5 had microscopically positive hairs 
and negative cultures, and in 5 the authors were unable to 
demonstrate the fungus microscopically or by culture. Suppura- 
tive ringworm contracted from cattle is a relatively common 
infection in rural Manitoba. Clinically, the lesions character- 
ized by nodules or large boggy masses that arise abruptly from 
the surrounding tissue are typical, but it is often difficult to 
confirm the diagnosis mycologically. Great care is necessary in 
selecting the proper hairs for examination, and experience with 
the vagaries of slow-growing T. faviforme is required to obtain 
confirmation of the clinical diagnosis in a high percentage of 
cases. It is becoming increasingly evident that T. faviforme js 
a very common cause of suppurative ringworm in North 
America. The pus present is a result of the allergic reaction 
of the tissues to the fungus. Bacterial antibiotic therapy is not 
indicated. Material for microscopic examination was obtained 
from 10 patients by punch biopsy. The initial phase is the 
extension of the fungi down the hair shaft with invasion of 
the inner layers of the follicle. The first reaction to this is simple 
and confined mainly to the superficial dermis and around the 
appendages. The next stage is the extension of this process 
throughout the dermis, the infiltrate being made up predomi- 
nantly of plasma cells. Finally, the entire dermis is involved in 
a granulomatous type of reaction with localized microabscesses. 
The abscesses must tend to coalesce to give rise to the large 
collections of pus that are so evident clinically. An increased 
awareness of the variegated histopathological response in sup- 
purative ringworm is of value in consideration of the differen- 
tial diagnosis of the cutaneous granulomas. 


Localized Chromidrosis: A Survey. W. B. Shelley and H. J. 
Hurley. A. M. A. Arch. Dermat. & Syph. 69:449-471 (April) 
1954, 


A case of chromidrosis of the face is described in a 29-year- 
old woman in good health. She produced varicolored sweat on 
her cheeks after emotional or thermal stimulation. Epinephrine 
also prompted this response, while cholinergic compounds did 
not. Local treatment with ion-exchange powders and hydrogen 
peroxide was without effect. A small biopsy was secured from 
the patient’s left cheek. On gross examination, four small dark 
areas could be seen on routine sectioning and staining. These 
corresponded to the size and location of apocrine glands. These 
apocrine, as well as eccrine, glands could be seen in hema- 
toxylin and eosin stained sections. The apocrine glands were 
small. The tubular secretory cells appeared more _ basophilic 
than normal and showed numerous yellow-brown granules of 
varying size and cellular location. Unstained microscopic sec- 


tions revealed these same yellow and brown pigment granules.’ 


Fluorescent microscopy demonstrated that these granules were 
autofluorescent. Special stains for lipofuscin revealed positively 
staining granular material in the apocrine tubular cell cyto- 
plasm. It was concluded that the colored sweat was arising from 
aberrantly placed apocrine sweat glands. Normally the axillas 
serve as the largest reservoir of apocrine glands. Axillary 
chromidrosis was produced experimentally in 11 of 100 men 
by the local injection of epinephrine (0.1 cc., 1:1,000). Heat and 
local injection of pilocarpine and acetylcholine were ineffective 
in producing the colored material but did promote the flow of 
normal colorless eccrine sweat. Histochemical studies of pig- 
mented granules of normal and chromidrotic apocrine sweat 
glands were performed on formaldehyde-fixed specimens 0ob- 
tained from biopsies of three of the 11 men and of 2 normal 
persons. The authors conclude that intrinsic localized chromidro- 
sis is an abnormality in which colored apocrine sweat is pro- 
duced. The colors seen are yellow, green, blue, brown, and 
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black. The affected apocrine sweat gland grossly presents a 
color closely resembling that of the sweat. Localized chromidro- 
sis may occur anywhere on the body, but its occurrence always 
indicates the presence of underlying apocrine glands, either 
normally or aberrantly placed. The colored apocrine sweat is 
discharged from the gland in response to emotional stimuli, 
epinephrine, or mechanical stimulation of the myoepithelium 
of the gland. A single gland, after complete emptying, resyn- 
thesizes apocrine sweat, which at first is colorless or white. 
After one week of rest, the gland may again produce colored 
sweat. The quantity of sweat is usually inversely proportional 
to the intensity of the color. Direct visualization of single apo- 
crine gland function is requisite for the study of unit-gland 
chromidrosis. Contamination with normal white apocrine sweat 
or eccrine sweat may readily mask single droplets of colored 
sweat. Yellow, blue, and green sweat show a common yellow 
fluorescence when viewed under a Wood’s light. Black sweat 
shows little or no fluorescence. Pigment granules, which in the 
authors’ view are responsible for the color in the apocrine sweat, 
are present in the secretory cells of both normal and chro- 
midrotic apocrine glands. The diagnosis of apocrine chromidro- 
sis can be made solely on the basis of the number of granules 
present, since the normal gland exhibits relatively few of these 
granules. The color of apocrine sweat in chromidrosis is due 
to varying amounts of lipofuscin (cytolipochrome) in different 
states of oxidation. The higher states of oxidation result in 
the darker colors. Chromidrosis rarely manifests itself clinically, 
since apocrine sweat is produced in such small amounts as to 
lose its identity and color by dilution with eccrine sweat. 


Effect of Hydrocortisone Acetate in Local Applications in 
Eczema: Its Influence on Skin Surface Tests. E. Sidi and Mrs. 
J. Bourgeois-Gavardin. Semaine hdp. Paris 30:1546-1549 
(April 14) 1954. (In French.) 


A pommade containing hydrocortisone acetate proved effec- 
tive in the treatment of 126 patients with eczema. The authors 
were impressed with the antipruritic effect of the medicament 
and with the rapidity with which it took effect. Oozing stopped, 
and the lesions quickly improved. The benefit obtained by the 
patients was generally transitory. Best results were obtained in 
infantile and diathetic eczema. Injections of hydrocortisone 
acetate produced desensitization to five different antigens in 17 
out of 18 patients. The effect of immunity was complete in 
10 and partial in 7; it was only local, never general, but it lasted 
in some cases for weeks or months. The authors hope that 
further study of the subject will give insight into the problem 
of the basic mechanism involved in the eczematous lesion. 


OPHTHALMOLOGY 


Senile Macular Degeneration: Common Cause of Defective 
Sight in the Elderly. A. J. Bedell. J. Am. Geri. Soc. 2:193- 
197 (March) 1954. 


One of the most discouraging conditions involving the sight 
of the aging is a degeneration in the center of the retina and 
choroid, which is known as senile macular degeneration. An 
affected person first notices that reading, writing, and other 
near use of the eyes is more difficult and that a change of 
glasses does not help. Often one eye is involved weeks or even 
months before the other, and this difference in time is impor- 
tant in the diagnosis. The most significant symptom is a dark 
spot before the eye or eyes, which increases in size. There are 
no other symptoms; no redness of the eyeball, no lacrimation, 
no discharge, and no sense of illness. There is an exudative and 
a sclerosing form of senile macular degeneration. The initial 
sign in the exudative disorder is a hemorrhage in the macular 
region, which increases until it becomes a red clot beneath the 
retinal vessels. Portions of the primary hemorrhage may be 
absorbed, but new extravasations appear until the macular 
region is encircled by them. In this exudative type the organ- 
ized thick scar of connective tissue may at times become so 
elevated, pigmented, and uneven that it may lead to the erron- 
eous diagnosis of a malignant growth. The sclerosing type of 
senile macular degeneration frequently starts with a small, soft, 
grey macular edema followed by flat granular hemorrhages 
near the periphery. As the oozing continues, the retina and the 
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choroid show changes in pigmentation, so that the surface is 
mottled. This is foliowed by partial disappearance of the pig- 
ment layer with the development of a pale pink area in which 
may be traced the choroidal vessels, smaller than normal, ir- 
regular in caliber and often white walled. As the disease pro- 
gresses the atrophic spots increase or coalesce into a single 
depressed macular defect. The loss of vision is the same in 
both forms. Whenever a patient of 50 or more years has a pro- 
longed obscuration of vision that interferes especially with close 
work and is not caused by cataract, glaucoma, or any other 
manifest disease, and cannot be corrected with glasses, senile 
macular degeneration should be suspected. After the sight is 
once reduced, it is never restored, for there is no treatment 
that will cure the disease; however, a drug, such as 3 grains 
(0.2 gm.) of potassium iodide three times a day may have a 
general tonic effect and may retard the destructive process. 
Senile macular degeneration, like most chronic diseases, has 
periods of remission, and the improvement that follows the 
administration of iodine, therefore, may be coincident with a 
recession or it may be real. Eyes are sometimes removed be- 
cause the nature of senile macular degeneration is not appre- 
ciated. By taking fundus pictures at two week intervals a 
malignant growth may be excluded and the eye retained. 


Corticotropin, Cortisone, Thyroid, Testosterone in Syphilitic 
Interstitial Keratitis. J. V. Klauder and G. P. Meyer. A. M. A. 
Arch. Ophth. 51:432-444 (April) 1954. 


Klauder and Meyer report the results of treatment of 36 
patients (56 affected eyes) with acute syphilitic interstitial kera- 
titis who received one or a combination of the following drugs, 
corticotropin, cortisone, extract thyroid, and testosterone. Cor- 
ticotropin was given to three patients with severe interstitial 
keratitis, while no other drug except a mydriatic was given. 
There was slight, if any, improvement at the conclusion of 
treatment. Two of these three patients were then given sub- 
conjunctival injections of cortisone. There was no striking im- 
provement after these injections. In addition to these two 
patients, four others with severe interstitial keratitis received 
cortisone injections. Inasmuch as the six patients treated with 
cortisone by injection were not noticeably helped, fever, thyroid, 
and antisyphilitic treatment were then given, and improvement 
resulted. The authors further discuss the topical and systemic 
use of cortisone in 13 patients. The topical use of cortisone 
caused dramatic clearing in mild and moderately severe cases, 
but cortisone was of doubtful value in relieving the severer 
grades of interstitial keratitis. Furthermore, recurrences were 
not prevented by systemic treatment with cortisone. In some 
cases, the recurrence was more pronounced than the original 
attack. The authors feel that cortisone prevents the develop- 
ment of local immunity and cure. For these and other reasons, 
they discontinued its use. During thyroid therapy, the patients 
were given daily by mouth 2 to 3 grains (0.12 to 0.2 gm.) of 
desiccated thyroid, together with fever therapy. This dosage 
was continued until clearing of the cornea and lessening of 
the opacities were evident, which usually required from a few 
weeks to two months. In slowly progressive cases, a second 
course of thyroid therapy was given for about one month. 
Fever therapy consisted of 4 to 6 treatments for the mild grade 
of interstitial keratitis, about 8 for the moderate grade, and 
12 to 14 for the severe grade. Since the underlying syphilitic 
infection requires antisyphilitic therapy, the authors routinely 
employ it in cases of acute interstitial keratitis, although it is 
of little benefit to the cornea. Fever and antisyphilitic treat- 
ment was given to all 36 patients and thyroid was given to 29 
of the 36. Apparently it was the thyroid rather than the fever 
and antisyphilitic treatment that accounted for the favorable 
efiect on the interstitial keratitis. The authors are unable to 
decide the value of testosterone as a supplement to fever and 
thyroid therapy, because there was no striking effect in the 
three cases in which it was used. 


Retinopathy of the Premature Infant. A. Denti and M. Ber- 
nardi. Minerva med. 45:616-620 (March 3) 1954. (In Italian.) 


The authors speak of retinopathy of the premature infant 
rather than of retrolental fibroplasia. They consider the latter 
as the final, cicatricial phase of retinopathy, and, as such, it 
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need not be present in all premature infants with retinopathy. 
The condition was unknown in Italy until March, 1953, when 
reports of the first four proved cases were presented by inde- 
pendent workers at a meeting of the Lombard Society of 
Ophthalmology. The incidence of retinopathy of the premature 
infant, which was 7.8% for the first months of 1953, had 
risen to 27.1% by May and to 29.5% by July of the same year. 
From January, 1952, to July, 1953, the authors followed 122 
premature infants with systematic ophthalmoscopic examina- 
tions every two weeks. The examination was always preceded 
by dilatation of the pupil with atropine sulfate collyrium in 
a 0.5% solution. They found lesions related to retinopathy in 
36 (29.5%) of them. Detachment of retina was present in 10 of 
these and true retrolental fibroplasia in one (0.8%). The lesions 
were always bilateral and appeared generally 25 to 50 days 
after birth; they were never seen during the first two weeks 
of life. It was impossible to determine whether there was some 
significant relation between the duration of pregnancy and the 
time of the onset of the condition. The weight at birth ranged 
from 1,150 to 1,900 gm. in 8 of the 10 infants and was 
2,000 gm. in 2; the child with retrolental fibroplasia weighed 
1,700 gm. None or little oxygen was given to 10 of the chil- 
dren with retinopathy, whereas the oxygen therapy was in- 
tense for 26 of them. The condition was commonest in infants 
weighing less than 2,000 gm. at birth, in boys, and in infants 
who received intense oxygen therapy. Many factors, including 
the prematurity itself, may be responsible for this condition. 
Infectious diseases, metrorrhagia, and other physical and 
psychic disturbances of the mother during pregnancy may play 
a part. The fact that this condition has been found with an 
increasing rate in the last years and mainly in those countries 
and institutions where assistance to the premature infant has 
reached its maximum development and the latest techniques 
are in use is suggestive. It may be that the increasing rate of 
retinopathy is related to (1) a greater survival of the small 
premature infants, (2) a closer cooperation of the ophthalmolo- 
gists resulting in the detection of all cases of retinopathy, even 
the least evident, and (3) a toxic influence of some of the latest 
means used to assist the premature infant. 


OTOLARYNGOLOGY 


Bronchogenic Carcinoma: Analysis of 201 Proved Cases, 
C. H. Steele. Ann. Otol. Rhin. & Laryng. 63: 5-21 (March) 1954. 


Steele comments on the growing incidence of bronchogenic 
carcinoma, and on the controversy over tobacco smoking, par- 
ticularly cigarettes. Some investigators have concluded that 
there is a relationship, but this does not mean that tobacco 
smoking contributed to development of the disease in all cases 
or that it was the sole cause of the increased death rate from 
pulmonary cancer in recent years. A fairly high percentage 
of women in whom bronchial cancer develops have adenocarci- 
noma, whereas only a small number have squamous cell or 
undifferentiated carcinoma. This has led Graham, Ochsner, 
and others to believe that adenocarcinoma of the bronchus 
arises from an embryonic bronchial bud that has failed to de- 
velop normally. They attribute the preponderance of squamous 
and undifferentiated carcinoma in men to greater exposure to 
carcinogenic factors, whereas the relatively equal incidence of 
adenocarcinoma between the sexes supports the contention that 
this type of tumor is not related to the smoking of tobacco and 
other carcinogenic factors. Pathological studies on the 201 
cases of bronchogenic carcinoma reviewed in this study re- 
vealed that there were 91 patients with squamous cell or epider- 
moid carcinoma, 67 with undifferentiated carcinoma, and 43 
with adenocarcinoma. As in other reported series, the squamous 
cell and undifferentiated carcinomas comprised over three- 
fourths of the group, with adenocarcinoma constituting about 
20% of the total. The sex distribution of the different types 
was interesting in that of the patients with squamous cell (epi- 
dermoid) carcinoma 97% were men, of those with undifferen- 
tiated carcinoma 88% were men, whereas of those with adeno- 
carcinoma 65% were men and 35% were women. The average 
duration of symptoms from onset to positive diagnosis was 
nearly eight months. The average delay from the first medical 
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consultation to positive diagnosis was over three months. The 
physical signs of bronchogenic carcinoma are those of any 
endobronchial obstruction in most instances. The roentgeno- 
gram of the chest is the most valuable single means of obtain- 
ing a presumptive diagnosis of pulmonary cancer. In this 
series, 95% of patients were suspected by the roentgenologist 
as having bronchogenic carcinoma. Bronchoscopy is of value 
in establishing the diagnosis by visualization and biopsy of the 
lesion and by permitting removal of bronchial secretions for 
cytological examination. It is also an aid in determining oper- 
ability. Early exploratory thoracotomy is indicated in patients 
in whom the diagnosis of bronchogenic carcinoma cannot be 
ruled out clinically and especially in those with roentgeno- 
graphic evidence of solitary circumscribed pulmonary masses, 
The treatment of bronchogenic carcinoma is total pneumonec- 
tomy with complete removal of the mediastinal nodes. 


Repair of Tympanic Membrane Perforations with Human 
Amniotic Membrane: Report of 53 Cases. W. J. Schrimpf. 
Ann. Otol. Rhin. & Laryng. 63:101-115 (March) 1954. 


Schrimpf became interested in closing perforations of the 
eardrum during his service with the Army and Air Force, 
when he observed that the man with a perforated eardrum 
is prone to recurrences of otitis media and often has an excuse 
for going on sick call when scheduled for an unwanted duty, 
Permanent hearing losses incurred while in the service are the 
basis of many claims against the government for compensa- 
tion. Many otherwise healthy men are disqualified for duty 
because of perforated tympanic membranes. The author points 
out the shortcomings of previously described methods and de- 
scribes his method of closing perforations with human chorionic 
membrane. In describing the method of obtaining and storing 
human chorionic membrane from healthy placentas he states 
that sufficient numbers of membranes can be made in one 
operation to last for the anticipated needs of six months or 
more. He used membranes prepared more than a year previ- 
ously, with good results. He used this method only in central, 
not in marginal perforations. Efforts to close marginal perfora- 
tions resulted in questionable degree of closure in a case or 
two but never in a complete closure. These cases are not 
included in this analysis of 53 consecutive selected cases of 
perforated tympanic membranes. The patients were selected 
on the basis of having been free from evidence of infection 
and drainage for at least two weeks. They showed no evidence 
of spontaneous improvement during this time. There was at 
least a small rim of tympanic membrane around the entire 
perforation. Forty-eight of the 53 perforations were success- 
fully closed. The average improvement in the air conduction 
audiogram in all frequencies was 18 decibels. Thirty-nine 
of the 48 patients treated successfully had had a negative 
Rinné test before closure; in 28 of these (three fourths) the 
Rinné test became positive after closure. The patient senses 
at once when the perforation has been completely occluded. 
He invariably feels that his ear has come “alive.” Not only 
are incidental sounds in the room heard more clearly, but his 
ear also feels more comfortable and he is most agreeably sur- 
prised. The author feels that this method of closing perforated 
tympanic membranes has definite advantages. 


The Increasing Indications for Tracheotomy. G. S. Fitz-Hugh 
and W. C. Morgan Jr. Laryngoscope 64:172-182 (March) 1954. 


Fitz-Hugh and Morgan made a survey of 150 consecutive 
patients who had undergone tracheotomy since 1940. In com- 
paring the records of these patients with those of 100 patients 
who had been subjected to tracheotomy before 1940, it was 
evident that the indications for tracheotomy had increased. This 
increase was due mainly to a better understanding of the clin- 
ical physiology of respiration. The fact that had not been 
universally recognized previously was that obstruction in the 
lower respiratory tract from a collection of fluid could be re- 
sponsible for anoxia and hypercapnia, as well as, but more 
insidiously than, the well-recognized upper respiratory tract 
obstruction. Aspiration by way of tracheotomy is the most 
successful treatment of lower tract obstruction, providing 
postural drainage, bronchoscopic aspiration, and aspiration by 
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other methods have not proved effective or feasible. That the 
indications for tracheotomy have increased is revealed not 
only in the material reviewed here but also in the literature. 
There have been reports on its use in chest injuries in the pre- 
vention of pulmonary complications in postoperative and de- 
bilitated patients; following thyroidectomy, in the management 
of head injuries, in the treatment of tetanus, in the manage- 
ment of pulmonary complications in neurosurgical patients, 
in eclampsia, leprosy, botulism, barbiturate poisoning, laryngo- 
tracheobronchitis, and in acutely ill patients. An evaluation 
of the complications secondary to tracheotomy indicates that 
the procedure is not a hazardous but a relatively safe operation. 


THERAPEUTICS 


The Use of Demerol in Patients with Bronchial Asthma. J. A. 
Herschfus, A. Salomon and M. S. Segal. Ann. Int. Med. 
40:506-515 (March) 1954. 


Meperidine (Demerol) hydrochloride in doses of 100 mg. 
was given intramuscularly to six patients with chronic bronchial 
asthma in an attempt to protect them against the bronchocon- 
strictive effects of intravenously administered histamine and 
to five patients with chronic bronchial asthma who had been 
given methacholine. Results of these protection studies demon- 
strated a very good anticholinergic action and fair antihista- 
minic action of meperidine. In 14 patients with chronic bronchial 
asthma, pulmonary function studies comprising the resting 
minute ventilation, respiratory rate, tidal volume, vital capacity, 
and maximal breathing capacity were carried out before and at 
intervals after the subcutaneous administration of from 50 to 
100 mg. of meperidine. These studies demonstrated a dimin- 
ished hyperventilation in all patients, an increase of the vital 
capacity, and a maximal breathing capacity in most patients 
and slight respiratory depression in one patient. Arterial blood 
studies for oxygen and carbon dioxide content and capacity, pH, 
chlorides, and hematocrit carried out in four patients showed 
no significant change in the blood gases or pH. Mild side- 
reactions to meperidine were observed in several patients. 
These consisted of dizziness, sleepiness, nausea, and vomiting. 
Severe respiratory depression and respiratory acidosis were 
not observed. Meperidine should not be given in combination 
with barbiturates or with high concentrations of oxygen in 
patients with chronic hypoxia secondary to chronic pulmonary 
emphysema. Nalorphine (Nalline) hydrochloride given intra- 
venously should be administered promptly if respiratory de- 
pression is noted in these patients. Meperidine in the proper 
dose, in accordance with the patient’s age and size, is a very 
useful and safe drug in acute attacks of asthma or status asthmat- 
icus when the usual methods of treatment have failed or fast- 
ness to epinephrine or aminophylline has developed. 


Effect of Isoniazid on Vitamin B, Metabolism: Its Possible Sig- 
nificance in Producing Isoniazid Neuritis. J. P. Biehl and R. W. 
Vilter. Proc. Soc. Exper. Biol. & Med. 85:389-392 (March) 
1954, 


Peripheral neuritis occurs as a side-effect of isoniazid (iso- 
nicotinic acid hydrazide) therapy in tuberculosis, particularly 
when large doses are employed. This usually consists of pares- 
thesia and numbness of the fingers and toes with muscle 
soreness and weakness in some cases, if medication is not dis- 
continued. Vibratory sense may be impaired, and patchy hypes- 
thesia has been seen. Reflexes may be diminished or exagger- 
ated. The symptoms usually disappear within a few weeks 
if isoniazid is promptly discontinued; however, late residuals 
such as burning feet, atrophy, fasciculation, and paresthesia may 
persist for months. The similarity of this side-effect to neuritis 
induced by the vitamin Bs. antagonist desoxypyridoxine led 
Biehl and Vilter to investigate vitamin B; metabolism in patients 
who were receiving isoniazid for tuberculosis. They were able 
to demonstrate the excretion of an excess of vitamin B» in 
patients receiving isoniazid and found that this was more 
marked in those receiving large doses. They then decided to add 
pyridoxine to the large doses of isoniazid and found that this 
Prevented the appearance of neuritic symptoms that otherwise 
appear in 40% of those receiving large doses of isoniazid. 
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Ventilatory Efficiency of the Cuirass Respirator in Totally 
Paralyzed Chronic Poliomyelitis Patients. C. R. Collier and 
J. E. Affeldt. J. Appl. Physiol. 6:531-538 (March) 1954. 


Studies were made on the ventilatory efficiency and reserve 
of the different cuirass respirators, compared with the standard 
tank respirator. Fourteen adult poliomyelitis patients with vital 
capacities of 250 ml. or less were selected for study, because 
such patients could not ventilate themselves without assistance 
and could not significantly alter the respiratory effects of the 
equipment being studied. Ten of the group were using the tank 
respirator 24 hours daily, one changed off from the tank, rock- 
ing bed, and cuirass respirator during the day, and three used 
only the rocking bed or cuirass respirator. The studies demon- 
strated that the cuirass respirators are capable of providing 
adequate ventilation in the majority of totally paralyzed pa- 
tients. There is a difference in the efficiency and reserve of two 
types of cuirasses. The marginal ability and lack of reserve of 
the chest cuirass clearly shows why there have been clinical 
failures from the standpoint of ventilation with this respirator. 
This demonstrates the need of measuring the ventilation when 
any of these respirators are used clinically. When the greater 
reserve of the chest-abdomen cuirass is not needed, the greater 
portability of the chest cuirass may be a distinct advantage. 
Chronic hyperventilation, as observed in patients confined to 
the tank respirator for long periods, probably has no useful 
function in poliomyelitis and may be detrimental to the patient. 
Presumably, the respiratory center becomes “set” at a lower 
carbon dioxide level because of low levels of bicarbonate in 
the tissues and blood. Attempts to wean the patient from the 
tank respirator or to have him use auxillary equipment such as 
the cuirass or rocking bed may be unsuccessful because the 
chronically over-ventilated patient may experience a sensation 
of air hunger even though the carbon dioxide level may rise 
only slightly and is still subnormal. Even the cuirass can produce 
hyperventilation in some patients. The limited reserve of the 
chest-abdomen or chest cuirass respirator, while of little impor- 
tance under ordinary conditions, becomes extremely important 
in the presence of respiratory infections or atelectasis. 


Ultrasound in the Treatment of Scars. W. Bierman. Arch. 
Phys. Med. & Rehabil. 35:209-214 (April) 1954. 


Bierman employed ultrasound treatment in patients who had 
scars of the hand and fingers that interfered with proper func- 
tion. The apparatus employed produced oscillations of one 
megacycle per second. The surface area of each of the sound 
heads of the three machines employed was 5 sq. cm. Applica- 
tions were made with one to two watts per square centimeter. 
The duration of each treatment was from six to eight minutes. 
During this time the sound head was kept in continuous motion. 
Treatments were usually applied at intervals of about every other 
day. In most instances the energy was applied to the part im- 
mersed in water. Applications using mineral oil as the coupling 
substance were also made. The total number of treatments 
varied. In the patient with Dupuytren’s contracture more than 
100 treatments were given. The author feels that the moderate 
success obtained in this case does not necessarily prove the 
efficacy in this condition, but in treating other patients with 
Dupuytren’s contracture he found that in early cases marked 
improvement was observed after a few treatments. In the older 
cases, the tissues appeared to become softened and finger motion 
increased, but did not return to normal, because of persistent 
tendon contractures. Case histories of four patients with 
traumatic scars of the hand indicate that the total number of 
ultrasound treatments varied from 12 to 36. The results ob- 
tained indicate the possibility of softening scar tissue by ultra- 
sound. The effect exerted by this energy on collagen fibers and 
on the interfibrillar cement substance may explain the results 
obtained. 


Placental Therapy in War Surgery in the Far-Eastern Expe- 
ditionary Corps. C. Chippaux, G. Labail, J.-L. Anraedt and 
others. J. chir. 70:201-216 (March) 1954. (In French.) 


Fresh human placenta used in the treatment of war wounds 
proved to have decided anti-infectious properties. Contaminated 
wounds were rendered sterile; necrotic processes were arrested, 
especially those affecting the bones; and anfractuous wounds 
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of the soft parts and bones were filled as a result of the integra- 
tion of placental grafts with the underlying tissues. Prepara- 
tion of the placenta (derived from healthy parturients) consists 
in freeing it from all clots, membranes, and cord remnants; 
cutting it into 1.5 cm. cubes weighing approximately 2.5 gm.; 
and storing the cubes under refrigeration in sterile jars contain- 
ing a solution of isotonic sodium chloride with 1,000,000 units 
of penicillin and 2 gm. of streptomycin. Two precautions must 
be observed. 1. Immersion should be minimal, with the liquid 
just even with the tops of the cubes. 2. Only one layer of cubes 
should be kept in a single jar, because, when the cubes are 
piled in more than one layer, those at the bottom soon lose 
their value. The placenta should generally be used between the 
8th and the 12th days after its preparation; in some instances, 
cubes 20 days old were used successfully, but those kept for 
more than 20 days lose their initial characteristics and become 
valueless. Subcutaneous implantation of placental tissue was 
followed by relief of pain, rapid and effective cicatrization and 
epidermization of wounds, and consolidation of fractures in 
which union had previously been delayed. From two to six im- 
plantations, made at intervals of 10 days, are usually required, 
depending on the extent of the lesions. Wounds and ulcerations 
selected for treatment with placental dressings were first cleansed 
during a 48 hour period with a solution of penicillin or acetic 
acid at 15 parts per 1,000. They were then dressed with a 
Y% cm. layer of small pieces of placental tissue cut from the 
prepared cubes, covered with tulle gras and compresses, and 
held in place by plaster immobilizing the affected limb. Epi- 
dermization of lesions affecting the arm usually took three 
weeks, but when the legs were involved 30 days were needed. 
Complete epidermization was not always secured in extensive 
wounds, but the excellent granulation obtained facilitated the 
early and successful application of dermalepidermal grafts. A 
similarly favorable response was obtained in bony cavities and 
deep wounds of the soft parts treated with massive placental 
grafts. Cicatrization and consolidation were accelerated by the 
biochemical and histological action of the placental tissue, and 
losses of substance were compensated for by its integration with 
the tissues of the host. A single treatment proved adequate in 
certain favorable cases; in others, it was necessary to renew the 
grafts several times in order to secure healing. Many patients 
with long-standing osteitis, osteoarthritis, and osteitic pseud- 
arthroses caused by shattering wounds were restored to activity 
by the use of placental grafts, and in others osteitis was pre- 
vented. These various methods of application—implantations, 
dressings, and grafts—may be used separately or in combina- 
tion according to the requirements of each case. 


PATHOLOGY 


Missed Contaminations in Biologic Products: Role of Psychro- 
philic Bacteria. L. H. Wetterlow, F. H. Kay and G. Edsall. 
J. Lab. & Clin. Med. 43:411-421 (March) 1954. 


This study is concerned with psychrophilic bacteria (those 
growing only below incubator temperature). Although several 
accounts have appeared in the past two decades reporting the 
detection in serums, blood, or other biological products of 
organisms failing to grow at the usual incubator temperature 
of 35 to 37 C (95 to 98.6 F) and hence not detected by the 
usual sterility test procedures, the standard sterility test pro- 
cedures still commonly include cultivation only at incubator 
temperature. Since the first observation at their laboratory in 
1939 that a contaminant missed by incubation at 35 to 37 C 
would grow at room temperature (usually 20 to 25 C [68 to 
77 FJ), Wetterlow and associates carried out all sterility tests 
at both incubator and room temperatures. The routine perform- 
ance of duplicate sterility tests at 20 to 25 C repeatedly demon- 
strated the presence of contamination not detected at the higher 
temperature. Sixty-six, or 25%, of the contaminants detected 
at the authors’ laboratory in the years 1941 through 1951 were 
found only by cultivation at 20 to 25 C. In some years the per- 
centage reached above 50. Performance of sterility tests at 31 
to 33 C (87.8 to 91.4 F) will detect most, but not all, of the 
organisms preferring or requiring lower temperatures for 
growth. Contamination with psychrophilic bacteria was asso- 
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ciated mostly with (a) processing of animal serums, (b) chemi- 
cal fractionation or similar manipulation of biological products, 
and (c) processing and packaging without a preservative or a 
combination of any or all of these conditions. In general, the 
hazard has been most apparent clinically in the administration 
of human whole blood, probably because of the large volume 
injected and the difficulty in setting up adequate sterility con- 
trol procedures for whole blood. Psychrophilic contaminants 
represent not only a probable hazard of infection but also a 
well-established hazard from pyrogenic derivatives commonly 
liberated by such organisms. The detection of such contami- 
nants is, therefore, an important component in the safety of 
biological products. In order to insure the maximum possible 
opportunity for detection of such psychrophilic organisms, it 
is recommended that duplicate sterility tests be carried out at 
both incubator and room temperatures in those biological 
products in which the hazard of such contamination cannot 
be excluded. 


Tissue Reaction to Barium Sulfate Contrast Medium: Histo- 
pathologic Study. S. Kay. A. M. A. Arch. Path. 57:279-284 
(April) 1954. 


Kay presents three illustrative cases of human tissue reactions 
to barium sulfate in which the basic pathological response was 
a fibrous granuloma. It appears that barium sulfate produces 
a definite but minimal fibrous tissue and inflammatory response. 
Only one of the three patients showed a tissue reaction to 
barium uncomplicated by an associated peritonitis. In this case, 
the reaction led to the development of a clinical nodule thought 
at first to represent a neoplasm. It seems possible that this 
nodule would have disappeared spontaneously had it not been 
removed. It is difficult to ascertain from these cases the length 
of time needed to produce a fibrous granuloma once the tissues 
have been exposed to barium. In case 1, the interval was 25 
days. In case 2, it was probably only seven days, but might 
be as long as two months. In the third case, the time interval 
might have been 25 days or six weeks. Experimental studies 
by Huston and others in rats showed an exudative response as 
early as 12 hours, but at the end of four months the tissues 
were practically normal again. 


Epidemiological Study of Endamoeba Histolytica and Other 
Intestinal Parasites in the New Hope Community of Tennessee: 
Restudy After 21 Years. F. E. Jones, C. S. Smith and D. E. 
Eyles. Am. J. Trop. Med. 3:266-275 (March) 1954. 


The investigations presented by Jones and associates were 
made in the same community (New Hope school district of 
Jackson County, Tennessee), in which Milam and Meleney 
studied the prevalence of Endamoeba histolytica and other in- 
testinal parasites in 1930. The sanitary condition of the com- 
munity is primitive by urban standards, but quite good as 
compared with rural conditions elsewhere in the South. Only 
18 of 79 households lacked privies and at least half the privies 
present were modern and well kept. Ten of the 79 families 
were classified as dirty, but most were fairly clean (34 families) 
or clean (35 families). Eight of the residences were adequately 
screened, 47 inadequately screened, and 24 had no screens at 
all. Flies were abundant in most of the houses during the period 
of study. After comparing these observations with those of 
Milam and Meleney 21 years earlier, several differences were 
noted. In 1930, only three privies were found in the community 
that then included 75 households; however, standards of clean- 
liness were not unlike present standards. Since the original study, 
the population decreased from 374 persons to 322, but there 
were now 79 houses as compared with 75 observed then. 1 he 
intestinal parasitism was studied by examining three fecal speci- 
mens from each person. These studies revealed the prevalence 
of E. histolytica to be 22.4%. The prevalence of this parasite 
reached a maximum of 35% in the 5 to 9 year age group 
and declined in the older age groups. Prevalence rates of the 
other intestinal protozoa were commensurately high, and a 
similar age distribution pattern was observed. Ascaris lumbri- 
coides was the most frequent helminth parasite; it was found 
in 9.6% of the population. Compared with the study in 1930, 
amebas in general (except Endamoeba nana) are now much less 
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prevalent. The difference in prevalence appears to be due pri- 
marily to a lower prevalence of parasitism in adults at the 
present time. The change in the age-prevalence relationship 
would indicate that spontaneous termination of parasitism is 
frequent. Compared with a rural, Negro population of west 
Tennessee, recently studied in a parallel investigation, the white 
New Hope community had much higher parasite prevalence 
rates, despite a higher level of sanitation and cleanliness. An 
important difference in the two communities was the difference 
in terrain. The New Hope community is in semimountainous 
country, whereas the west Tennessee community is in a gently 
rolling area. Associated with the mountainous topography was 
dense shade over much of the area. In the west Tennessee 
community, a great portion of the country was open.-It is sug- 
gested that the survival of cysts outside the host may be favored 
by the microclimatic conditions in the semimountainous New 
Hope community. The less extreme temperatures caused by the 
shade may favor the survival of cysts. 


Aicohol Breath Tests and Breath Deodorization by Chlorophyll 
Derivatives. L. A. Greenberg and D. Lester. Quart. J. Stud. 
Alcohol 15:16-20 (March) 1954. 


Chemical analysis of the breath for alcohol and its use as a 
means of determining the alcohol content of the blood has 
gained wide acceptance. This procedure has proved particularly 
valuable in apprehending and prosecuting those who have vio- 
lated laws pertaining to the operation of motor vehicles while 
under the influence of alcohol. Reports have appeared indicating 
that chlorophyll and its derivative water-soluble chlorophyllins 
exercise a deodorizing effect in vitro on a large variety of 
odoriferous substances and in vivo on many undesirable body 
and breath odors. The report that chlorophyllin diminishes the 
revealing odor of the breath after the consumption of alcoholic 
beverages has induced police officers, prosecutors, courts, and 
the public to inquire whether chlorophyllin invalidates the 
breath test for alcohol. Greenberg and Lester describe two 
groups of experiments that revealed that the ingestion of 100 mg. 
of chlorophyllin is without effect on the concentration of alcohol 
occurring in the blood and the breath after the consumption of 
whisky. The chewing of gum containing chlorophyllin is with- 
out effect on the alcohol content of the breath following the 
consumption of beer. Chlorophyllin does not interfere with 
the alcohol breath test. The breath odor after drinking alcoholic 
beverages is due primarily to the presence of highly aromatic 
substances characteristic of each beverage. The reported deo- 
dorization of beer breath with chlorophyllin suggests that this 
substance neutralizes some of the characteristic aromatic sub- 
stances present. 


The Pathogenesis of Simple Pneumokoniosis in Coal Workers. 
A. G. Heppleston. J. Path. & Bact. 67:51-63 (Jan.) 1954. 


The essential lesion of pneumokoniosis in coal workers is a 
sheath of dust-laden phagocytes enmeshed in fibrous tissue 
around the respiratory bronchioles, which are often dilated. 
This dilatation has been termed focal emphysema, and, since 
it occurs only in relation to the aggregates of dust, it seems that 
dust accumulation precedes focal emphysema. The mechanism 
by which focal emphysema develops in coal workers was in- 
vestigated by studying the lungs of 205 coal workers. The 
respiratory bronchioles were found to be closely invested by 
broad cylinders of dust cells enmeshed by fibrous tissue that 
consolidate the preexisting vesicular tissue. The force of in- 
spiration normally required to expand this consolidated zone is 
transmitted to the respiratory bronchioles, so that these struc- 
tures are subjected to a slightly increased inspiratory traction. 
In many cases the aggregation of dust is associated with atrophy 
of the bronchiolar smooth muscle. The normal expiratory 
shortening and constriction of the respiratory bronchioles do 
not, therefore, occur. The result of these mechanical disturb- 
ances is dilatation of the respiratory bronchioles, that is, the 
development of focal emphysema. When smooth muscle is pres- 
ent in normal amount focal emphysema is usually absent. Dam- 
age to the pulmonary elastica is not a major factor in the genesis 
of focal emphysema. Dilatation of the respiratory bronchioles 
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is not associated with the simple silicotic nodule, because of 
the excessive fibrosis that constricts them and, as the lesion 
grows, tends to counteract the increase of inspiratory traction 
imposed on the bronchioles as a result of the surrounding 
vesicular consolidation. 


The Pathogenesis of Diphtheria. C. R. Amies. J. Path. & Bact. 
67:25-41 (Jan.) 1954. 


Amies asserts that the pathogenesis of diphtheria has not 
been fully explained; in particular there is confusion regarding 
the meaning of the term “virulence” as applied to Corynebac- 
terium diphtheriae and difficulty in understanding the failure of 
antitoxin to control the hypertoxic or malignant type of the 
disease in man. Amies develops the thesis that the course and 
outcome of the infection in a susceptible host depend on two 
factors—the toxigenic power of the organism and the effective- 
ness of the primary inflammatory response of the host’s tissues. 
The term diphtheria exotoxin is used in a biological sense with- 
out considering whether it is a single antigenic substance or a 
complex. This specific exotoxin is the only demonstrable patho- 
genic substance produced by C. diphtheriae. The so-called 
diphtheria virulence test solely determines whether a strain of 
C. diphtheriae is capable of forming significant quantities of the 
specific exotoxin. It should be called the “toxigenicity test.” 
The exotoxin inhibits the inflammatory reaction of the tissues, 
thus enabling the bacteria to become established. The effects of 
the exotoxin on the heart, adrenals, and the nervous system are 
purely incidental. In nonimmune patients, the course and out- 
come of the infection are determined by the effectiveness of 
the local inflammatory response. If the initial response is in- 
adequate, the bacteria proliferate rapidly and the toxin pro- 
duced soon overwhelms the defense mechanisms of the host; 
the myocardial and other vital tissues are quickly affected and 
death soon follows. If, on the contrary, an effective inflamma- 
tory response occurs, the bacteria are destroyed before they 
have time to produce much toxin and the infection is quickly 
brought under control. When this happens, the disease is self- 
terminating and is followed by some antitoxic immunity. Anti- 
toxin, if administered sufficiently early, combines in situ with 
toxin and thus gives the tissues time to build up an effective 
inflammatory response; the bacteria are then destroyed by 
phagocytosis. Possibly the antitoxin also has a direct protective 
action on the myocardial cells. Late administration is useless, 
because the toxin has already become fixed to the susceptible 
cells. The frequent association of gravis and intermedius types 
of C. diphtheriae with the severer forms of the disease is 
attributed to the fact that these types produce toxin more rapidly 
than do the mitis types and, therefore, have a greater inhibitory 
effect on the immediate cellular response of the host. The ex- 
perienced physician can recognize diphtheria at a stage when 
antitoxin treatment will still be effective. 


The Role of Intimal Hemorrhage in Coronary Occlusion. R. A. 
B. Drury. J. Path & Bact. 67:207-215 (Jan.) 1954. 


Drury studied the coronary arteries of 55 patients dying with 
occlusive coronary artery disease. Intimal hemorrhage was 
found in 37 of the 58 occluded arteries. It was the commonest 
single complication of coronary artery atheroma and in almost 
all cases occurred in foci of necrotic atheromatous softening. 
Seldom of capillary origin, it usually resulted from rupture or 
permeability of the endothelium caused by atheromatous necro- 
sis. Even when a massive intimal hematoma resulted from the 
replacement of the contents of a large atheromatous plaque by 
blood from the lumen of the artery through an intimal rupture, 
the degree of occlusion was not greatly increased, and such 
hemorrhages do not appear to be the cause of sudden coronary 
artery obstruction., Repeated small intimal hemorrhages from 
capillaries indicated recent atheromatous softening and might 
have accelerated atheromatous necrosis and its complications. 
Coronary thrombosis usually results from necrosis or rupture 
of the endothelium overlying an atheromatous plaque. Hemor- 
rhage into the plaque results from instability of the atheroma, 
but thrombosis and hemorrhage are independent complications 
of coronary artery atheroma. Coronary artery atheroma and 
thrombosis are the main factors in coronary occlusion; intimal 
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hemorrhage is a common incident of minor importance that 
does not contraindicate the use of anticoagulants in the treat- 
ment of coronary occlusion. 


Subperiosteal Giant-Cell Tumor: Ossifying Subperiosteal Hema- 
toma-Aneurysmal Bone Cyst. P. C. Thompson. J. Bone & 
Joint Surg. 36-A:281-291 (April) 1954. 


A benign bone lesion, which characteristically occurs as a 
mass displacing or lying in soft tissues and surrounded by a 
thin, dome-like shell of calcified bone enclosing cystic spaces 
filled with blood, was observed in nine patients between the 
ages of 10 and 28 years. There were eight males. There appears 
to be a definite male sex predominance, since 17 of the 24 pa- 
tients reported on in the literature were also males. The origin 
of the lesion and the role played by trauma are still matters of 
discussion. There was no definite history of injury in seven of 
the author’s nine patients. The ability to recognize the some- 
what unusual but characteristic features of the lesion is of prac- 
tical importance. The femur and the humerus, to which the base 
of the tumor is attached, are the commonest sites. The tumor 
presents its most characteristic roentgenographic appearance in 
the long bones and shows little similarity to the genuine giant 
cell tumor. The roentgenographic appearance is not so distinct 
in the flat bones and vertebrae, but the same features—erosion 
of the underlying bone and extraosseous location of the tumor 
mass—prevail. Microscopic examination of the cystic center of 
the lesion reveals a pronounced hemangioma-like mesh of very 
large vascular sinuses filled with blood. These sinuses vary in 
size and are lined by a cellular layer of spindle and polyhedral 
cells. Between the sinuses and surrounding them may be seen 
many large multinucleated giant cells. Not infrequently they 
occur within, giving an over-all impression of giant cell tumor. 
Commonly the lining of the cysts and the partitions of the blood 
lakes develop osteoid and narrow trabeculae of woven bone. 
Peripheral to this area, dense fibrous stroma predominates with 
scattered areas of hemorrhage and hemosiderin deposit. Within 
this area, osseous metaplasia from a fibrous-like stroma pro- 
duces coarse trabeculations throughout the tumor and the dome- 
like shell seen in the roentgenograms. The outer margins of the 
lesions are entirely composed of such metaplastic bone. The 
tumor differs with the age of the patient, location, and roent- 
genographic and microscopic appearance from the genuine giant 
cell tumor and probably represents a reparative process follow- 
ing some as yet undetermined vascular disturbance about the 
periosteum and surrounding tissues. It seems probable that such 
a growth might arise from rupture of a periosteal or nutrient 
vessel with subsequent seepage of blood and tumor formation. 
Such a concept emphasizes the non-neoplastic nature of the 
disease and belies any convenient diagnostic term available. 


RADIOLOGY 


Milkman’s Disease (Osteomalacia): Report of Case Which 
Shows That Milkman’s Disease May Be “Simple” Vitamin D 
Deficiency in Adults. N. J. Winston and E. P. Pendergrass. 
Am. J. Roentgenol. 71:484-489 (March) 1954. 


Winston and Pendergrass point out that Milkman’s disease, 
or multiple spontaneous idiopathic symmetrical fractures, was 
first described by Milkman in 1930. Albright and others classi- 
fied it with the osteomalacias and listed lack of vitamin D as 
one possible cause, but pointed out that a case history exem- 
plifying this cause had never been reported in the United States. 
Winston and Pendergrass feel that the woman whose case they 
report had Milkman’s disease (osteomalacia) that was the result 
of simple vitamin D deficiency. She had a 21-year history of 
osteomalacia, and at least during one period she had a classi- 
cal Milkman’s type syndrome. The patient had a long series 
of relapses and remissions, the latter being brought about by 
administering small doses of vitamin D and calcium (alkali was 
never given). She had a history of avoiding sunlight and dairy 
foods, and physical examination was consistent with vitamin 
deficiency (annular cheilosis). In view of the foregoing, “simple” 
vitamin D iack appears to be the best explanation for the 
osteomalacia. The fact that Milkman’s disease in this woman 
could be easily controlled by the oral administration of calcium 
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and vitamin D in small doses suggests that this treatment would 
be effective in Milkman’s disease, which, however, is contrary 
to other reports. The course of the osteomalacia in this woman 
also illustrated a transition from a Milkman’s type of osteo- 
malacia to a generalized osteomalacia, as well as pagetoid 
changes in the spine, probably the result of the long-standing 
osteomalacia which had healed. 


Gastric Ulcer and Gastric Carcinoma: A Correlative Study, 
H. P. Plenk and Ru-Kan Lin. Am. Surgeon 20:348-354 (April) 
1954. 


Of 236 gastric lesions studied by the authors, 159 were benign 
gastric ulcers and 77 carcinomas. The diagnosis of malignancy 
was confirmed by pathological section. Only those benign 
lesions demonstrated by roentgenograms were included in which 
either a pathological diagnosis was available or complete heal- 
ing on subsequent roentgenologic examination, as well as the 
clinical course of the patient, left littke doubt as to the benign 
nature of the lesion. Most malignancies will reduce the lumen 
of the stomach by diffuse infiltration and thickening of the 
wall. Many gastric ulcers will display an addition or subtraction 
effect. To produce an additional defect, the ulcer has to pene- 
trate not only through the mucosa but also through the muscu- 
lar coat of the stomach. It will appear as a clear-cut cavity 
outside of the regular confines of the stomach. A subtraction 
defect is usually produced by a tumor that grows into the lumen 
of the stomach. Peptic activity will produce ulceration of the 
tumor mass. The remaining edge of the tumor will form a 
meniscus when seen in profile. Of the 236 lesions, 167 were 
ulcerative lesions demonstrable by roentgenograms; 159 (67.4%) 
were benign; and 8 (4.7%) were malignant. Nine additional 
malignant ulcers could be seen in the pathological specimen 
but were not demonstrable by roentgenogram. All 17 malig- 
nant ulcers (22% of the 77 carcinomas) represented ulcerations 
in a tumor mass. None was a penetrating ulcer and in none 
of the 8 ulcerative lesions (10% of the 77 carcinomas) de- 
monstrable by roentgenogram was a true addition defect pres- 
ent. No case of malignant degeneration of a benign ulcer was 
found. Of the 236 lesions, 7 were located in the fundus, and 
of these 5 were malignant and 2 benign. Greater curvature and 
antrum were the other two areas in which more malignant 
lesions than benign lesions were found; of 57 lesions located in 
the antrum, 20 were benign and 37 malignant; of 20 lesions 
located along the greater curvature, 3 were benign and 17 
malignant. Of 90 lesions located in the body of the stomach, 
83 were benign and 7 were malignant. The remaining 62 lesions 
were located in the prepyloric area, and of these 51 were benign 
and 11 malignant. The accuracy of the roentgenographic diag- 
nosis of benign ulcers along the lesser curvature is very high 
if a true addition defect is present. Surgical exploration and 
resection has to be used if the ulcer does not heal regardless 
of the roentgenographic appearance. Roentgenographic diag- 
nosis is much less reliable in antral or prepyloric lesions, and 
earlier exploration is required in many more lesions in this area. 
Roentgen Findings in Strangulating Obstructions of Small In- 
testine. H. Z. Mellins and L. G. Rigler. Am. J. Roentgenol. 
71:404-415 (March) 1954. 


Mellins and Rigler feel that the mortality rate of acute intes- 
tinal obstruction will be further reduced only by more efficient 
management of the two conditions that cause most present-day 
deaths—strangulating obstructions and markedly distended, late, 
simple obstruction. In order to evaluate the possibilities and 
limitations of roentgen diagnosis in cases of strangulation, 334 
obstructions of the small intestine seen between 1937 and 1952 
in the University of Minnesota Hospitals were studied. Thirty- 
four instances of internal strangulating obstructions were found. 
Twenty-six of these cases were available for study and these 
form the basis of this analysis. They included 21 cases caused 
by peritoneal adhesions, 2 cases with volvulus of the small 
intestine and peritoneal adhesions around an anterior colostomy 
stalk, 2 cases of volvulus alone, and one case of jejunal volvulus 
complicated by four enteroceles along the antimesenteric border 
of the jejunum. Roentgenologic evidence of strangulating ob- 
struction can assist greatly in the early diagnosis. The roentgen 
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signs that are strongly suggestive and that when present should 
lead to the diagnosis are the “coffee-bean” shadow, the “pseudo- 
tumor” shadow, fixation of a loop of intestine, and loss of the 
normal mucous membrane pattern within the closed loop or 
above it. Additional signs are absence of gas in the small intes- 
tine in a patient suspected clinically of small intestinal obstruc- 
tion; the presence of unusually large amounts of fluid in the 
jumen of the small intestine; long fluid levels far beyond the 
usual size; distention of a segment of the intestine far out of 
proportion to the remaining loops; absence of decompression 
of a localized loop following suction siphonage; and the pres- 
ence of moderate amounts of gas in the colon despite the appar- 
ent evidences of obstruction of the small intestine. 


Pulmonary Changes After Bronchography with Contrast 
Mediums Containing Carboxymethylcellulose. R. Hess. Thorax- 
chirurgie 1:499-510 (April) 1954. (In German.) 


Microscopic examination of 19 lungs, 16 of which had been 
removed by surgical intervention and 3 in the course of necropsy, 
was made four days to four years after bronchography had been 
performed with a contrast medium containing cellulose deriva- 
tives to increase viscosity. In 18 lungs, 5 to 50 cc. of the Swiss 
contrast medium Ioduron B (the morpholine salt of 3:4 diiodo- 
4-pyridone-N-acetic acid, with sodium cellulose-glycollic acid 
ether to increase viscosity) had been used and in one lung 40 
cc. of the Swedish contrast medium Umbradil-Viskés-B (50 
gm. of diethanolamine and 0.5 gm. of lidocaine, with carboxy- 
methylcellulose). Residues of the cellulose derivatives and 
foreign body reactions were observed in the tissues of all the 
lungs. Various stages of the foreign body reaction could be 
distinguished. Within the first few days, there was widening and 
hyperemia of the septums, migration of round cells, and phago- 
cytosis. Formation of genuine foreign body granuloma occurred 
between the sixth and seventh day, and cell reaction reached 
its maximum about the end of the first month. After that, phago- 
cytosis of the cellulose derivative increased. Removal occurred 
through the septal lymph spaces. Later, the connective tissue 
reaction in the area of the granuloma became intensified. As 
a residual condition, small remaining masses may be found in 
the fibrotic interspaces. As a result of these observations, the 
vehicle substance is apparently not absorbable and the phago- 
cytosis is insignificant. The foreign body reaction must affect 
the lung tissue that is already impaired before the broncho- 
grams are made. Water soluble, cellulose-containing contrast 
mediums, as well as iodized oils, should be used only according 
to carefully ascertained indications, and the amount of these 
contrast mediums instilled should be limited as much as possible. 


ANESTHESIA 


Anesthesia for Urgent Intra-Abdominal Surgical Procedures in 
Patients with Cardiovascular Disease. N. P. Johnson and H. M. 
Livingstone. Anesthesiology 15:150-160 (March) 1954. 


The patient with cardiovascular disease in whom an intra- 
abdominal condition develops that requires urgent surgical 
intervention presents a serious problem in anesthetic man- 
agement. Johnson and Livingstone review this problem on 
the basis of 740 patients in whom surgical intervention 
was considered imperative because of perforated viscus, 
hemorrhage, intestinal obstruction, or other serious intra- 
abdominal conditions. The largest number (22%) were per- 
formed on the biliary tract, followed in frequency by surgi- 
cal procedures on the large bowel (21%) and exploratory 
laparotomies with or without the presence of obstruction (16%). 
Some of the patients had more than one type of cardiovascular 
disease. The commonest was hypertension often combined with 
arteriosclerotic heart disease. Twenty-one patients had a pre- 
Operative diagnosis of coronary disease and 12 had a previous 
coronary occlusion. Nine persons were in cardiac failure. Other 
preoperative cardiovascular complications of a lower incidence 
were syphilitic heart disease, heart block, and congenital cardiac 
malformations. Some patients had other preoperative compli- 
cations that increased the anesthetic and surgical risk. Approxi- 
mately 11% presented some degree of nutritional disturbance. 
Diabetes mellitus was present in 4%. Three per cent had renal 
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disease and a few had active pulmonary tuberculosis. In 
anesthetized patients who have cardiovascular disease the heart, 
particularly the myocardium, requires a generous supply of 
oxygen. An anesthetic agent that is not a respiratory stimulant 
imposes an added responsibility. Anoxia can cause coronary 
occlusion and cardiac arrest. Hypercapnia must be avoided. The 
anesthesiologist must be aware of the disturbed physiological 
state in each patient as well as the physiological effects of vari- 
ous anesthetic agents and methods. Intelligent cooperation and 
frequent consultation between the surgeon, the cardiologist, and 
the anesthesiologist are essential. In the 740 cases reviewed, 
inhalation methods were employed in 239 patients (32.3%). 
Local infiltration, or regional block including spinal anesthesia, 
was employed in over two-thirds of the patients (67.7%). The 
death rate was 8.9%, which the authors do not regard as alarm- 
ing in view of the risks involved. They admit that this was not 
a controiled study and that the results are not necessarily to 
be interpreted as indicating the best method of anesthetic man- 
agement. Carefully administered continuous spinal anesthesia 
was the method of choice in many of these patients. This method 
was associated with a lower morbidity rate and a marked de- 
crease in the need for close nursing supervision in the immedi- 
ate postoperative period. 


A Highly Effective Muscle Relaxant of the Group of Poly- 
methylene-Bis-Carbaminoy! Choline Esters. H. Briicke and H. 
Reis. Wien. med. Wchnschr. 104:283-286 (April 3) 1954. 


Hexamethylene-bis-carbaminoyl choline bromide (BC 16), 
synthesized of two carbaminoyl choline molecules with inter- 
position of a methylene chain consisting of six links, was given 
a therapeutic trial as muscle relaxant in the anesthesia of 150 
patients operated on. Its structure is similar to that of succinyl- 
choline chloride (Lysthenon) that is synthesized from two 
acetylcholine molecules. Both agents exert their depolarizing 
effect on muscle fibers. Compared to curare, hexamethylene- 
bis-carbaminoyl choline bromide has the advantage of not 
liberating histamine and of not producing spasms of the glottis 
or the bronchial muscles. Of the 150 patients, 66 underwent 
laparotomies, 32 thyroidectomies, 20 herniotomies, 9 major 
surgical interventions on bones including medullary nailing, 7 
major transthoracic and thoracoabdominal interventions, 5 
prostatectomies, and 11 various surgical interventions. Anes- 
thesia was produced by intravenous administration of from 0.4 
to 1.8 gm.of Kemithal (5-allyl-5-[2-cyclohexany]]2-thiobarbituric 
acid). The highest total dose of this anesthetic (1.8 gm.) cor- 
responded in its effect to that of 0.9 gm. of thiopental (Pento- 
thal) sodium or hexobarbital sodium. The administration of 
the muscle relaxant was carried out simultaneously with that 
of the anesthetic agent. Intratracheal intubation is facilitated 
by hexamethylene-bis-carbaminoyl bromide, but should not be 
performed earlier than three minutes after the injection of the 
muscle relaxant, the time required for the production of com- 
plete muscle relaxation. Hexamethylene-bis-carbaminoyl cho- 
line bromide should not be used in patients who will not be 
able to tolerate intubation. The initial dose of the muscle re- 
laxant used for operations with an approximative duration of 
half an hour to one hour was 0.05 to 0.07 mg. per kilogram 
of body weight; for operations of a duration of more than one 
hour, the initial dose was 0.08 to 0.10 mg. per kilogram of 
body weight. This dose was sufficient for the entire operation. 
The total dose of the muscle relaxant should not exceed 0.12 mg. 
per kilogram of body weight because of the steep rise of the 
curve of the dose-effect that then ensues. Larger doses require 
prolonged artificial respiration. Because of the delayed onset of 
the effect of hexamethylene-bis-carbaminoyl choline bromide 
and of its longer duration as compared to succinyl choline 
chloride, the former requires great caution and experience on 
the part of the anesthetist. Hexamethylene-bis-carbaminoyl 
choline bromide proved to be very effective in those patients 
in whom a prolonged effect of the relaxant was desirable. Its 
indications are therefore the same as those of curare. A com- 
bination of hexamethylene-bis-carbaminoyl bromide with suc- 
cinylcholine chloride proved to be useful particularly toward the 
end of an operation of longer duration. Untoward side-effects 
on the heart and the circulation were not observed. 
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BOOK REVIEWS 


The Hepatic Circulation and Portal Hypertension. By Charles G. Child, 
III, M.D., Professor of Surgery, Tufts College Medical School, Boston. 
In collaboration with Ward D. O’Sullivan, M.D., and others. From De- 
partment of Surgery and Laboratory of Surgical Research of New York 
Hospital—Cornell Medical Center. Cloth. $12. Pp. 444, with 132 illustra- 
tions. W. B. Saunders Company, 218 W. Washington Sq., Philadelphia 5; 
W. B. Saunders Company, Ltd., 7 Grape St., Shaftesbury Ave., London, 
W.C.2, 1954. 


The renewed interest in the surgical treatment of portal hyper- 
tension has resulted in a host of clinical and experimental in- 
vestigations. The results of these studies have often led to 
conflicting conclusions. The author has reviewed what is known 
about the comparative anatomy, embryology, physiology, and 
gross and microscopic anatomy of the hepatic circulation. The 
changing concepts of each of these topics are traced up to the 
currently accepted ideas. The chapter on portal hypertension 
contains an excellent, detailed analysis of all published case 
reports to date of venovenous shunts performed to lower portal 
hypertension. He describes most of the procedures that have 
been used in the past to treat this condition and describes in 
detail the operations that are now popular, including hepatic 
artery ligation. Each of these procedures is critically evaluated. 
The section on the proper selection of patients for these proce- 
dures is excellent, and there is also a chapter on the preoperative 
and postoperative care of these patients. The last section con- 
tains a detailed report of the patients the author has treated 
with various types of venovenous shunts and of some of his 
experiments on the Macaca mulatta monkey in relation to 
radical portal vein resection and various types of shunt proce- 
dures. The book is scholarly, well indexed, and thoroughly 
documented. It is highly recommended for those concerned with 
the treatment of patients with portal hypertension. For those 
interested in investigative work it serves as a helpful guide 
through the raaze of the older, and often conflicting, literature. 


Power of Words. By Stuart Chase. In collaboration with Marian Tyler 
Chase. Cloth. $3.95. Pp. 308. Harcourt, Brace and Company, Inc., 383 
Madison Ave., New York 17, 1954. 


Here is an interesting discussion of an important subject that 
in this distraught world daily becomes more urgent and more 
complex. It is doubtful if ever there has been a time when 
physicians were so in need of a truly definitive language, a com- 
prehensive knowledge of the power of words and how to use 
them wisely and effectively. Medicine’s traditional patient- 
physician relationship and the growing problem of public rela- 
tions rest on these principles. This attractive, well-organized, 
beautifully printed book with its extensive bibliography is of 
vital significance to all language groups and should have a wide 
reading. Today the importance of logical communication is 
becoming increasingly apparent in all walks of life. Current 
awareness of the power of words is imperative, and elevation 
of our level of understanding is sorely needed. The author sug- 
gests that because of the extending of knowledge and skills in 
nearly all fields of endeavor with an ever-increasing vocabulary 
we may have to consider the need of a new literacy. Today words 
are among the chief items on life’s assembly line, and our sal- 
vation largely depends on judicious selection, sound interpreta- 
tion, and wise utilization. 

The author shows that everybody who wants to get on in 
the world and live in harmony with himself and his neighbors 
is interested in communication. In his foreword he says: “The 
author is not alone in his growing interest in communication. 
Administrators, educators, engineers, physicists, students of labor 
relations, psychologists, medical men, all sorts of people, pay 
increasing attention to it. The subject is urgent because of 
growing problems in television, telephony, radar, atomic energy, 
cold-war propaganda, and dealing with allies in the free world. 





These book reviews have been prepared by competent authorities but 
do not represent the opinions of any official bodies unless specifically 
So stated. 


The United Nations can be defined as an experiment in com- 
munication. All this new attention serves to intensify the con- 
tinuing problems of how to improve teaching in the schools, 
how to say what we mean, how to evaluate what we hear.” 
Attention is directed to the possible distrust, deception, and 
misunderstanding occasioned by a lack of appreciation of the 
meaning and the power of words. Each page is clearly informa- 
tive, with connotations calling for the next; thus the first cri- 
terion of good writing is constantly exhibited. 

A limited review can supply only a faint conception of the 
book’s comprehensive significance to physicians in an age call- 
ing for clear thinking, sound judgment, and accurate analysis. 
While scientific progress baffles the imagination, satisfactory 
medical reporting for general consumption is sadly deficient, 
Interest in the book and a consciousness of its significance may 
be stimulated by the mention of a few chapters: “The Drive to 
Talk,” “Everybody’s Talking,” “Kinds of Communication,” 
“Machines That Think,” “The Community Around Us,” “Words 
and the World View,” “The Mass Media,” “Economic Talk,” 
“Moscow Talk,” “Schoolroom Talk,” “Medical Talk,” “Gobble- 
dygook,” “Campaign Oratory,” and “Tools for Writers.” 

There is a great mass of inarticulate medical knowledge that 
should reach public attention either through talk or writing. 
This knowledge can be intelligently conveyed only through or- 
derly employment of weli-chosen words. Words recorded 300 
years ago by a great English physician and philosopher may 
help to emphasize the importance of this book to the medical 
profession. John Locke, author of “An Essay on Human 
Understanding,” said, “To conclude this Consideration of the 
Imperfection and Abuse of Language; the ends of Language 
in our Discourse with others being chiefly these three: First, To 
make known one man’s Thoughts or Ideas to another. Secondly, 
To do it with as much ease and quickness as is possible; and 
Thirdly, Thereby to convey the Knowledge of Things: Language 
is either abused, or deficient, when it fails of any of these 
Three.” 


Dringliche Therapie in der inneren Medizin. Yon Dr. Werner David, 
Facharzt fiir innere Krankheiten, Neuruppin. Second edition. Cloth. 9 
marks. Pp. 214. Georg Thieme, Thomaskirchhof 21, (10b) Leipzig C 1 
(Russian zone), 1953. 


The author of this handbook points out that the successful 
treatment of emergencies that may arise in the course of internal 
diseases is one of the most difficult but most satisfying of pro- 
fessional experiences. He states that the chief purpose of his 
book is to put into the hands of physicians descriptions of quick 
but adequate methods of meeting such crises. The book is di- 
vided into 10 chapters covering diseases of the heart and vessels, 
respiratory organs, brain, stomach and intestines, urinary organs, 
and gallbladder; diseases of metabolism and internal secretion; 
the control of hemorrhage; and acute poisoning. Electrical ac- 
cidents, heat stroke, mountain sickness, motion sickness, and 
burns are discussed in an appendix. There is an index of remedies 
with a brief explanation of their synonyms and an index of 
diseases and symptoms. The subdivisions of each chapter are 
clearly defined. If a condition such as shock and collapse may 
occur as a complication of several diseases, the chief causes 
are listed. Under each heading there is a brief but competent 
review of the symptoms, followed by a detailed discussion of 
the treatment. If drugs are indicated, their physical nature and 
the dosage are described. Surgical methods such as massage of 
the heart are not considered in detail. The discussions are 
couched in clear, understandable German. The book is attrac- 
tively bound, and the paper and typography are excellent. There 
are no illustrations or charts, and there is no bibliography. The 
book should be useful to physicians who need a quick guide to 
the treatment of medical emergencies. The only drawback, 
partly offset by the therapeutic index, is the use of some terms 
describing drugs, presumably proprietary, that might be un- 
known to American physicians. 
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The Vitamins in Medicine. By Franklin Bicknell, D.M., M.R.C.P., and 
Frederick Prescott, M.Sc., Ph.D., F.R.I.C., Clinical Research Director, 
Wellcome Foundation, London. Third edition. Cloth. $13. Pp. 784, with 
245 illustrations. Grune & Stratton, Inc., 381 Fourth Ave., New York 16, 
1953. 


The great advance in our knowledge of the vitamins in recent 
years has necessitated drastic revision of the second edition of 
this book, which appeared in 1946. The authors have made a 
remarkably complete survey of this important subject. With 
over 5,000 references to the literature, the authors have pre- 
sented all the medically important aspects of the subject in a 
masterful manner. Each of the known vitamins is considered 
from the standpoint of its history, chemistry, physiology, 
pharmacology, and clinical aspects, with emphasis on the last- 
named. Excellent illustrations of vitamin deficiencies are in- 
cluded that should help the practitioner in recognizing these 
conditions. The only criticism to be leveled at this excellent text 
is the inclusion, presumably in an attempt at completeness, of 
certain questionable material, such as the claims that calciferol 
is of value in the treatment of tuberculous adenitis and lupus 
vulgaris, that vitamin P plays a part in the control of capillary 
fragility, or that an inability to utilize vitamin E is responsible 
for muscular dystrophy. Despite this weakness, the book re- 
mains by far the best available treatise on the subject from the 
point of view of clinical medicine; it can be read with profit 
not only by the specialist interested in nutrition but also by the 
general practitioner. The latter will learn how to detect vitamin 
deficiencies in his patients and to avoid the indiscriminate ad- 
ministration of vitamin preparations that is now too commonly 
practiced. 


Annual Review of Microbiology. Volume 7. Charles E. Clifton, editor, 
Sidney Raffel and H. Albert Barker, associate editors. Cloth. $6. Pp. 505. 
Annual Reviews, Inc., Stanford, Calif., 1953. 


In this volume the custom of publishing critical reviews of 
the current literature is continued. The virologist will find ex- 
cellent summaries on the developmental stages of viruses, the 
biochemical aspects of viral growth, and the ecology of mosquito- 
borne viruses. In addition, a chapter on viral and rickettsial 
toxins is included. Of interest to the parasitologist are discussions 
on amebiasis, the morphology of protozoa, and the metabolism, 
nutrition, and chemotherapy of helminths. The subject of 
medical mycology is introduced here for the first time. The soil 
as an important reservoir of pathogenic fungi and the correlation 
between climatological conditions and the incidence of fungous 
infections are among the topics discussed. In the field of bacteri- 
ology, reviews on the following subjects are presented: acid-fast 
bacteria, genetics of micro-organisms, biological nitrogen fixa- 
tion, food poisoning, and the microbiology of water and sewage. 
The production of antibiotics, alcohols, organic acids, vitamins, 
bacterial polysaccharides, and enzymes is discussed in a chapter 
on industrial fermentations. Recent progress in the chemical 
interpretation of immunologic reactions is summarized in a 
paper on the immunologic response. A highly informative chap- 
ter on the adrenocortical hormones in infection and immunity 
contains a discussion of these hormones in relation to infectious 
disease and of their effect on toxicity, immunity, inflammation, 
and resistance to infection. A comprehensive chart listing the 
effects of these hormones on various experimental infections is 
also included. 


Lectures on the Thyroid. By J. H. Means, M.D. Cloth. $3. Pp. 113, 
With 12 illustrations. Harvard University Press, Cambridge 38, Mass.; 
Oxford University Press, Amen House, Warwick Sq., London, E.C.4, 1954. 


Often described as the dean of thyroid specialists, Dr. Means 
has prepared a critically selected and superbly written summary 
of present knowledge of thyroid physiology and disease. The 
book contains lectures entitled: (1) The Integrative Action of 
the Endocrine System; (2) The Thyroid Hormone—Certain 
Aspects of Its Elaboration in the Body, the Significance of Its 
Structure and of Its Action on End Organs; (3) The Use of 
Hormones, Drugs and Radiations in the Management of Thyroid 
Disease; (4) Clues to the Etiology of Graves’s Disease; and (5) 
The Need for Iodine. Although not planned as a sequential 
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course, the grouping together in a single volume is most appro- 
priate. These lectures have good but limited documentation and 
are not intended to replace the exhaustive review. They do not 
formulate indications for and dosage of the various therapeutic 
agents in the usual textbook manner. On the other hand, they 
teach brilliantly the behavior of the thyroid gland in health and 
disease. In this connection the diagrams and illustrations have 
been well chosen, and a few good figures drive home many 
points of the text. Finally, the author’s 40 years of experience 
permits him to correlate historical observations with the latest 
research with isotopes and to form from both old and new 
studies a clear outline of our present position. In doing this, fact 
and assumption are kept distinct. The comments about what is 
not known and what needs further investigation are simply 
stated and stimulate the reader’s thinking. 


Enciclopedia medica italiana. Vol I: A-Az. Vol. II: Ba-Co. Vol. III: 
Cr-Eno. Vol. IV: Ent-G. Vol. V: H-L. Direttore: Prof. Giulio Raffaele, 
direttore dell’Istituto di malariologia “EE. Marchiafava” di Roma. Re- 
dattore capo: Dr. Luciano Vella. Cloth. Pp. 2272; 2216; 2328; 2272; 2328, 
with illustrations. Sansoni edizioni scientifiche, Soc. p.A., Via Gino 
Caponi 26 (Palazzo Capponi), Florence, 1950-1953. 


The first five volumes of a comprehensive nine-volume refer- 
ence work encompassing the entire field of medicine have now 
appeared. This encyclopedia is a production of members of the 
Italian medical profession, along with several scientists from 
other countries. The president of the group, Dr. De Blasi, is 
emeritus professor of hygiene at the University of Rome; the 
vice-president, Dr. Domenico Marotta, is general director of the 
Institute of Health, and the general director, Professor Raffaele, 
is director of the Institute of Malariology “E. Marchiafava” of 
Rome. The consulting committee is composed of members of 
the medical faculty in Rome. The volumes now available show 
that this work is very broad in scope. It addresses itself to 
students of all branches of medicine, including all the clinical 
specialties, the basic sciences, and allied scientific disciplines such 
as anthropology, biology, physics, and chemistry. The editors 
have sought to make this not only a comprehensive reference 
work but a very up-to-date one, and the first five volumes contain 
detailed articles on such current subjects as aviation medicine, 
atomic energy, electroencephalography, and electrophysiology. 
The non-Italian writers include Aldo Castellani of Portugal, 
Bernardo Houssay of Buenos Aires, Charles Richet and André 
Strohl of Paris, Felix Sulman and Bernard Zondek of Israel, 
A. T. Knoppers of Amsterdam, K. J. Powel of Sheffield, Kurt 
Schneider of Heidelberg, Henry B. Bull of Chicago, and Frank 
H. Johnson of Princeton. The work is well illustrated, both in 
black and white and in color. It is excellently documented. It 
should serve not only as an outstanding reference work for 
those able to read Italian but also as a model for a compre- 
hensive, current encyclopedia. 


Gynzcological and Obstetrical Anatomy and Functional Histology. By 
C. F. V. Smout, M.D., M.R.C.S., Professor of Anatomy, University of 
Birmingham, Birmingham, England, and F. Jacoby, M.D., Ph.D. Third 
edition. Cloth. $7. Pp. 336, with 185 illustrations. Williams & Wilkins 
Company, Mount Royal and Guilford Aves., Baltimore 2, 1953. 


This book appeared 10 years ago under the title “The 
Anatomy of the Female Pelvis” and 5 years ago under the title 
“Gynaecological and Obstetrical Anatomy.” The new, enlarged 
title indicates the inclusion of the dynamic histology of the 
female reproductive system and its endocrine control. The book 
is divided into 19 chapters dealing with the bony pelvis, its 
ligaments, joints, connective tissue, and fascia, the ovary and 
its endocrine function, the anatomy of the uterine tubes, the 
uterus and vagina, the urinary and alimentary tracts, the ex- 
ternal genitalia, the perineum, the pelvic lymphatic system, the 
innervation of the pelvic viscera, the placenta, and the anatomy 
of the fetus in relation to childbirth. There is also a very inter- 
esting section entitled “Milestones in Midwifery.” The book is 
well written and abundantly illustrated. Most of the data in it 
are to be found in the standard textbooks of obstetrics, but 
there must be a need for such a special book or the publishers 
would not have printed a third edition in 10 years. The book 
is distinctly authoritative and can be highly recommended. 
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J.A.M.A., July 17, 1954 


QUERIES AND MINOR NOTES 


TRANSFUSION REACTIONS 

To THE Epitor:-—Can blood transfusion reactions cause chills 
and fever, and how early can they be distinguished from 
septicemia or other infectious states? What delayed reactions 
may there be? N. Spector, M.D., Willimantic, Conn. 


ANSWER.—Chills and fever may be caused, in a properly 
cross matched transfusion, by any of several mechanisms. The 
commonest of these is the contamination by pyrogens, which 
are defined as the products of nonpathogenic bacteria and may 
be present in the distilled water, rubber tubing, glassware, or 
other equipment connected with the transfusion. A pyrogenic 
reaction usually occurs during or shortly after the transfusion 
and is characterized by moderate chills followed by fever. The 
entire course lasts a few hours and usually has no sequelae. 
Bacterial contamination of the donor’s blood, resulting in septi- 
cemia, will often result in a shock-like state, not always accom- 
panied by immediate chills or fever. It is also true that the 
hemolytic reaction caused by incompatible blood may commence 
with chills, but the lumbar pain, myalgia, hemoglobinemia, 
and hemoglobinuria with subsequent renal embarrassment should 
not make the diagnosis difficult. A report of a plasma constitu- 
ent causing chills, fever, substernal oppression, back pain radi- 
ating down the legs, nausea, vomiting, and profuse perspiration 
has been given by Dameshek and Neber (Blood 5:129, 1950); 
however, all of their patients had a hemolytic anemia. These 
investigators could further show that the injection of small 
amounts of sterile plasma provoked the same reaction and could 
be thereby used as a test. Delayed reactions to transfusion will 
‘most probably be of the urticarious (allergic) type or of a mild 
hemolytic type when caused by incompatible blood. There are 
excellent reference manuals published by the National Institutes 
of Health, Bethesda, Md., and the Michael Reese Research 
Foundation, Chicago. A more complete exposition of the prob- 
lems may be found in the monograph “Blood Transfusion” by 
DeGowin, Hardin, and Alsever (Philadelphia, W. B. Saunders 
Company, 1949). 


HEMATEMESIS IN YOUNG GIRL 

To THE Eprror:—An 18-year-old white girl was seen one year 
ago because of massive hematemesis, severe anemia, and a 
markedly enlarged spleen. A diagnosis of splenic anemia was 
made, and a splenectomy was performed eight months ago 
at a university hospital. After the operation, the patient was 
generally well until five months ago, when she again had 
massive hematemesis. At this time, the red blood cell count 
dropped to 2,610,000, hematocrit was 30%, hemoglobin was 
less than 48%. Bleeding and clotting time and platelet 
count were within normal limits. Blood transfusions restored 
the erythrocyte count, hemoglobin, and hematocrit to normal, 
and they have remained so during liver and iron therapy. The 
girl feels well and has no gross evidence of gastrointestinal 
bleeding. Repeated barium studies have failed to reveal 
esophageal varices or other diseases of the upper gastro- 
intestinal tract. What should the patient be told concerning 
marriage and pregnancy? Should further surgery in some form 
of portacaval anastomosis be considered? 


Philip L. Wachtel, M.D., Freeport, Ill. 


ANSWER.—Several facts must be known about the diagnosis 
in this case before a definite answer can be given. What patho- 
logical changes were found in the spleen at the time of splenec- 
tomy? Is there any evidence of liver function changes? Cephalin 
flocculation, thymol turbidity, and prothrombin time should be 
estimated to determine whether a portal cirrhosis does exist; 





The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on reques*. 


certainly the history of this case suggests a portal hypertension, 
However, an independent point of hemorrhage in the gastro- 
intestinal tract itself still remains to be considered, possibly 4 
benign tumor or a telangiectasis of the small intestine. Such 
lesions would be difficult to define even with the most carefu! 
x-ray studies. This is not a case of essential hematemesis and 
does not call for a subtotal gastrectomy. The two questions can 
now be answered as follows: 1. The question of marriage and 
pregnancy cannot be considered until a more definite diagnosis 
and cure of the condition has been effected. 2. Further surgery 
in the form of an exploratory operation and a portacaval shunt 
becomes a probability. 


DERMATOSIS PAPULOSA NIGRA 
To THE Epiror:—I/ received a biopsy report on a 25-year-old 
Negro girl who had a skin disease limited entirely to her 
forehead and extensor surfaces of her legs, with some changes 
on the back. It was rather symmetrical and looked like hyper- 
trophic lichen planus. The biopsy report was dermatosis 
papulosa nigra. This girl has been somewhat better with bis- 
muth and x-ray therapy. Have you any recommendation? 
M.D., Alabama. 


ANSWER.—Dermatosis papulosa nigra is usually described as 
a disorder occurring on the faces of Negroes. A number of 
cases with lesions on the face, back, and chest have been de- 
scribed by one writer, but these were recorded as having an 
unusual distribution. The localizations and the response to the 
above-mentioned treatment raises the question of correct diag- 
nosis. The treatment for dermatosis papulosa nigra is simple, 
but the results may be disappointing. The best results may be 
obtained by use of “electric needle,” either monopolar or bi- 
polar. The preferred procedure is as follows: Use the cutting 
current of the electrosurgical unit but (this is very important) 
do not go beyond the level of the surrounding skin. Check the 
patient for tendency to keloid formation and on the first visit 
remove only one lesion in a nonconspicuous area and wait three 
weeks. If no disturbing scar forms then proceed. 


SYPHILIS AND GONORRHEA 

To THE Epiror:—As both gonorrhea and syphilis are best treated 
by penicillin in the early stage, is there any way out of the 
dilemma of increased incubation period or masking of diag- 
nosis of syphilis by penicillin treatment of gonorrhea in a 
patient exposed to both diseases? Are there any statistics to 
show the incubation period of syphilis after a single injection 
of 300,000 units of procaine penicillin G for treatment 
of gonorrhea? How long should such a patient’s syphilitic 
serums be studied and/or search for a primary lesion be 
continued? What would be the answer to this question if 2 
or 3 million units had to be used to clear up virulent gonor- 
rhea? M.D., California. 


ANSWER.—On a purely statistical basis, gonorrhea and 
syphilis are relatively rarely acquired simultaneously from a 
single exposure. This may, of course, happen but the probable 
incidence is somewhere around 2% of infection with syphilis 
in patients with gonorrhea. The administration of 300,000 units 
of procaine penicillin G for the treatment of gonorrhea may 
actually cure simultaneously acquired syphilitic infection dur- 
ing the incubation period of syphilis. On the other hand, if the 
physician has reason to suspect that a particular patient has 
been exposed to another person who has both gonorrhea and 
infectious syphilis, it is better to treat the exposed person as if 
the diagnosis of syphilis were certain, i. e., with 6 million units 
of repository penicillin over a period of 10 days to 2 weeks. If 
a patient is inadvertently treated for gonorrhea with 300,000 
units of penicillin during the incubation period of syphilis and 
if the syphilitic infection is not cured by this relatively small 
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dose, the incubation period may be considerably lengthened to 
several months, perhaps as long as four to six months, in place 
of the usual few weeks. There is no reason to believe, however, 
on either clinical or experimental evidence that the early mani- 
festations of syphilis can be permanently suppressed by such 
small doses of penicillin; the patient may have trouble in later 
years. 


HYPERTENSION AND PREGNANCY 

To THE Epitor:—A 37-year-old woman, now in her fifth preg- 
nancy, has five living children. The last pregnancy four years 
ago was complicated by edema, albuminuria, and hyper- 
tension. She was delivered normally but had postpartum con- 
vulsions. During the interim the blood pressure remained 
elevated, and she received only sporadic treatment. On 
examination in her fifth month, her blood pressure was 
180/110 mm. Hg and pulse rate 80 per minute. The eye 
grounds showed grade 2 spasm and grade I arteriosclerosis. 
The heart was not enlarged; the aortic second sound was 
accentuated. The urine was acid with specific gravity of 
1.020 and clear with no albumin or sugar, and the microscopic 
study was negative. The skin showed a severe generalized 
atopic dermatitis, which required three weeks’ hospitalization. 
This cleared completely. With rest in bed the blood pressure 
dropped to 140-150 systolic and 90-100 diastolic. It was then 
felt that she could proceed to term. The blood pressure was 
controlled by hydralazine (Apresoline) and veratrum viride. In 
her eighth month the blood pressure was 180-200 systolic 
and 100-114 diastolic. She has felt well and has no head- 
aches and no edema. The urine remains normal. Mosenthal 
concentration test showed a concentration to 1.030. The 
phenolsulfonphthalein test was 88% of the dye excreted in 
two hours. The urea clearance is 76% of average normal 
function. The electrocardiogram is within normal limits. 
1. Should she go to term, disregarding the dangers of abrup- 
tion of the placenta, possible renal complications, and prob- 
ably losing the fetus? 2. If she is allowed to go to term and 
deliver normally in view of her multiparity, would a post- 
partum ligation be in order? M.D., Wisconsin. 


ANSWER.—This patient has chronic hypertensive vascular 
disease. The hazard of this complication is not only maternal 
but the fetus often fails to grow and develop at the average rate 
and may succumb in the uterus as a result of vascular changes 
in the placenta. The pregnancy should be terminated as soon 
as the gestation has reached a period of safe viability for the 
fetus. This period is about four or five weeks from term. In the 
multigravid woman the cervix is usually partially effaced, soft 
and patulous, and simple rupture of the membranes will suffice 
to initiate labor. Early postpartum tubal ligation is definitely 
indicated. 


RED-HAIRED PARENTS 

To THE Eprror:—A red-headed young lady asked me whether 
two red-headed parents would produce physically weak 
children, very susceptible to disease. The boy whom she in- 
tends to marry and his mother have red hair. Some doctors 
have told her that this is cause for concern about the children. 
| would like some authoritative basis for an answer on this 
problem. Robert A. Straughn, M.D., Madison, Wis. 


This inquiry was referred to two consultants, whose respective 
replies follow.—EbD. 


ANSWER.—This consultant has been unable to find any 
evidence that the children of parents, both of whom have red 
hair, would be subject to physical weakness. It is, of course, 
apparent that red-haired, blue-eyed individuals are highly 
sensitive to the actinic rays of the sun and physical elements 
and, for this reason, are more prone to have keratoses and 
cutaneous epitheliomas. However, review of the literature does 
not seem to indicate that such children would be more subject 
to systemic disease or weakness than those born of nonred-haired 


parents, 
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ANSWER.—There is no evidence available that any relation- 
ship exists between red hair and susceptibility to disease, nor is 
there any evidence that children from two red-haired parents 
will be physically weaker than other children. 


ULCER FOLLOWING MASTECTOMY LONG AGO 


To THE Epitor:—A 60-year-old woman had a breast amputation 
17 years ago, which was followed by x-ray therapy. She was 
in good condition until the past year when the skin became 
ulcerated. Now she has one deep ulceration, 2 cm. in diameter 
and I cm. deep, which shows no signs of healing. Please 


advise treatment. M.D., Pennsylvania. 


ANSWER.—Immediate establishment of a diagnosis is para- 
mount in this instance. This can only be accomplished by 
microscopic examination of tissue taken from the margin of 
the ulcers. A probable diagnosis is recurrent carcinoma; there- 
fore, irradiation therapy would be indicated. The rare possibility 
of benign necrosis due to radiation fibrosis and altered blood 
supply is a possible answer. Numerous negative biopsies would 
be necessary before such a diagnosis could be accepted. Wide 
excision and skin graft would then be the treatment. Other 
forms of specific ulceration must be considered. The microscopic 
findings will establish the diagnosis. 


CONGENITAL ABSENCE OF GALLBLADDER 


To THE Epiror:—Recently a 70-year-old man had symptoms 
typical of gallbladder colic, with history of recurrent pain in 
the right upper quadrant of the abdomen for 10 years. He 
previously had been advised to have gallbladder surgery. 
There was no jaundice or history of it. We operated and to 
our amazement no gallbladder could be found. The inferior 
surface of the liver was explored thoroughly, and there was 
no trace, not even a gallbladder fossa. The liver appeared 
normal. We dissected the common duct and surrounding 
structures but there was no cystic duct. No stones were found 
in the common duct. The abdomen was further explored, and 
no abnormalities or lesions were found. We would appreciate 


comment, Charles K. Singleton, M.D., Elberton, Ga. 


ANSWER.—The patient described must have had a congenital 
absence of the gallbladder and cystic duct. Ninety-eight cases 
of agenesis of the gallbladder are reported in the literature. The 
cause of pain that simulated gallbladder colic in this case was 
probably due to spasm of the sphincter of Oddi, which is be- 
lieved to occur also in gallbladder colic when the gallbladder 
is present. In the presence of irritability of the colon, spasm of 
the sphincter of Oddi is often suspected as the cause of pain in 
the right upper quadrant of the abdomen. 


DETECTION OF INTRAOCULAR TUMORS 


To THE Epiror:—Kindly describe the detection of malignant 
intraocular lesions by the Geiger counter, giving the tech- 
nique, apparatus used, where it can be purchased, and the 
safeguards to be applied. My experience has been that, when 
1 send my patients to centers, they never return to me. 

M.D., Pennsylvania. 


ANSWER.—The Geiger counter has only recently been used 
as an aid in the detection of suspected intraocular tumors. Its 
usefulness depends on the increased number of counts recorded 
over the tumor area following the injection of radioactive 
material. Thomas and others (A. M. A. Arch. Ophth. 47:276 
[March] 1952) were the first to describe the technique involved. 
They recorded eight cases in which a positive test was made in 
five cases. The “3 negative eyes” did not contain tumor. They 
used phosphorus 32 as their radioactive material. Since their 
report, Dunphy and others (Am. J. Ophth. 37:45, 1954) have 
reported the use of P** in 12 eyes containing either malignant 
melanoma or retinoblastoma. In vivo and in vitro counts were 
done and the difficulties and limitations were described. They 
summarized their experience in stating that “the type of coun- 
ters now available cannot be applied closely enough in vivo to 
utilize this method. Hence, in such cases it would seem in- 
advisable for the present to rely on this test, if clinical observa- 
tions indicate a different course of action.” 








1122 QUERIES AND MINOR NOTES 


The most recent American publication on this subject is by 
Bettman and Fellows (A. M. A. Arch. Ophth. 51:171 |Feb.] 
1954). They had similar difficulty with finding an adequately 
shaped counter for in vivo experiments when the tumor was 
located near the posterior pole. The variables in background 
counts, thickness of tissue vascularity of the eye and tumor, 
improperly designed or shaped Geiger counters, and the time 
interval between injection of the radioactive material (P32) and 
the start of counting make this procedure, at the present time, 
too difficult and unreliable for use as an office procedure. The 
counter used by Thomas and associates was model 222, made 
by Anton Electronic Laboratory, Inc., 1226-1238 Flushing Ave., 
Brooklyn 6, N. Y. 


PERIOSTEAL INFILTRATION IN PREMATURE INFANT 

To THE Epiror:—Have there been any reports brought to your 
attention of premature infants having hypervitaminosis A? 
We have recently found bone changes in the premature infant, 
which are suggestive of hypervitaminosis A at 2 months of 
age. Thomas L. Sterne, M.D., Shreveport, La. 


ANSWER.—A search of literature has failed to reveal any 
authenticated case of hypervitaminosis A in the premature infant 
during the early part of life. A careful study including post- 
mortem examinations in over 10,000 infants who died during 
the neonatal period did not reveal any lesions indicative of 
hypervitaminosis A. Incidentally, it is not unusual for periosteal 
osteogenesis to develop in both full-term and premature infants 
in whom the findings are those of periosteal infiltration pro- 
ducing the following symptoms: increased irritability, tenderness, 
tissue prominence, increased muscle tonus, and occasionally 
pseudoparalysis. This syndrome, which has been thought to be 
mild hyperostosis (Caffey’s disease), appears in the infant’s first 
6 weeks and usually disappears at about 6 months of age. It 
has been established that these cases were definitely not the 
result of hypervitaminosis A. It is possible that the findings in 
the case referred to are similar to those of periosteal infiltration. 
To establish a definite diagnosis of hypervitaminosis A, it would 
be necessary to have a history of excessive intake of this vitamin 
and determinations of the blood level of vitamin A. 


ANGINA PECTORIS 

To THE Epitor:—Should convalescents from coronary occlusion 
who are free from symptoms with restricted activities use a 
drug like pentaerythritol (Peritrate) tetranitrate? Is there any 
proof that pentaerythritol actually increases the compensatory 
coronary circulation? M.D., Pennsylvania. 


ANSWER.—As in the case of most of the drugs introduced for 
the treatment of angina pectoris, pentaerythritol tetranitrate has 
been the subject of conflicting reports with regard to its effective- 
ness. Such confusion stems from the inherent difficulty of 
assessing any form of therapy for coronary insufficiency. Penta- 
erythritol tetranitrate has given rise to no significant toxic mani- 
festations but has the same side-effects as other long-acting 
nitrates. An occasional patient with angina pectoris may benefit 
clinically when the drug is given in doses of 10 to 20 mg. orally 
three or four times daily. There is no proof that asymptomatic 
patients convalescent from coronary occlusion are helped by 
treatment with nitrates nor that such preparations favorably 
affect the development of a collateral coronary circulation. 


PAGET’S DISEASE OF VULVA 

To THE Epiror:—What is now the best therapy for Paget’s 
disease involving one left labia majora in a 60-year-old 
woman? Diagnosis was confirmed by biopsy, and vulvectomy 
is being considered. M.D., Ohio. 


ANSWER.—The best accepted therapy for Paget’s disease of 
the vulva, a rare lesion, is complete vulvectomy but not including 
lymphadenectomy of superficial or deep inguinal glands. The 
most complete recent study of the subject is to be found in the 
paper by Huber, Gardiner, and Michael (Am. J. Obst. & Gynec. 
62:778 (Oct.) 1951). 


J.A.M.A., July 17, 1954 


CHANCROID 

To THE Epitor:—After the treatment and clinical cure of the 
initial lesions and buboes of far Eastern chancroid, what is 
the possibility of those male patients becoming carriers of the 
disease? What is the latest treatment of choice of chancroid? 
Would you advise circumcision routinely in those patients 
who have recovered from a chancroid infection, and, if so, 
how long after the lesion has healed? M_D., California. 


ANSWER.—There is very little information to the effect that 
male patients with chancroid, whether far Eastern or of any 
other variety, who have been treated and cured may remain 
carriers of the disease. In fact there is little information con- 
cerning the symptomless male as a carrier. There is some rea- 
son to believe that females without actual lesions of chancroid 
may carry the Hemophilus ducreyi in the genital tract and in- 
fect male partners without having actual difficulty themselves, 
Any of the broad spectrum antibiotics is effective against chan- 
croid; but the treatment of choice remains either streptomycin, 
1 gm. given daily for 4 to 5 days, or sulfadiazine, 250 mg. every 
four hours for about a week or 10 days. There is no particular 
indication for routine circumcision after recovery from chan- 
croid. The uncircumcised male, particularly if uncleanly in per- 
sonal habits, is, however, more likely to acquire the disease 
than the circumcised male. 


PUERPERAL PSYCHOSIS 

To THE Epiror:—What is the incidence of recurrence of post- 
partum psychosis in subsequent pregnancies? Is a history of 
postpartum psychosis contraindication to subsequent preg- 
nancy? M.D., New York. 


ANSWER.—The term puerperal or postpartum psychosis does 
not represent a clinical entity. Studies have established that any 
psychosis may have its incipience in pregnancy or following 
childbirth. In a group of 83 cases studied by Brew and Seiden- 
berg (J. Nerv. & Ment. Dis. 111:408, 1950) 51.8% were classi- 
fied as dementia praecox, 42% as manic-depressive, and 7% as 
psychopathic personality. It is interesting that the complications 
of pregnancy and labor, such as puerperal infection and the 
toxemias, no longer play an important role in the causation of 
puerperal psychosis. In the above group of patients, two had 
toxemias of pregnancy and two prolonged labors. The recur- 
rence of puerperal psychosis in a subsequent pregnancy would 
depend on the diagnosis and the response to therapy. These 
would likewise determine the advisability of a subsequent preg- 
nancy. 


IRREGULAR MENSTRUATION 

To THE Epitror:—A girl of 20 who is well generally, has 
menstruated only once in three or four months ever since 
menarche some years ago. What treatment would you recom- 
mend? M.D., Canada. 


ANSWER.—It is not necessary as a routine to give this young 
lady treatment. If she is, as stated, otherwise normal, it is of 
no importance for her to menstruate monthly. However, she 
should be thoroughly studied to determine if she is actually 
ovulating. She should have an accurate thyroid study by what- 
ever tests are available—radioactive iodine, protein-bound 
iodine, basal metabolic rate, or blood cholesterol. An ovulation 
temperature chart should be kept and a suction curettage OF 
a dilatation and curettage done when the ovulation chart indi- 
cates the girl is about to menstruate. If this is not possible, 4 
suction curettage can be done during the first hour of the period, 
whenever that occurs. This will definitely establish that the 
endometrium is secretory and therefore it is true menstruation. 
If the thyroid function is low, the patient should be given thyroid 
medication up to tolerance, and perhaps some iodine. This 
thorough study would help to determine before marriage 
whether the young lady is fertile. No other hormone treatment 
should be given. 
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